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What is the Magnitude of Childhood

Cataract?

The prevalence of blindness among children

in different regions varies from 0.2/1000

children to over 1.5/1000 children with a

global figure estimated at 0.7/1000. This

means that there are an estimated 1.4 million

blind children worldwide.1

The proportion of blindness in children

due to cataract varies considerably between

regions from 10%-30% with a  global aver -

age estimated at 14%, giving 190,000

children blind from cataract. 2 While the

magnitude of childhood cataracts varies

from place to place, it is a priority within all

blindness control programmes for children.

Children who are blind have to overcome

a lifetime of emotional, social and economic

difficulties which affect the child, the family

and society.3 Loss of vision in children

influences their education, employment and

social life. The numbers blind with cataract

do not reflect the years of disability and lost

quality of life. Childhood blindness is

second only to adult cataract as a cause of

blind-person years. Approximately 70 mil-

lion blind-person years are caused by child-

hood blindness of which about 10 million

blind-person years (14%) is due to childhood

cataract. Timely recognition and interven-

tion can eliminate blind-years due to child-

hood cataract, as the condition is treatable.

What is the Cost of Childhood

Cataract?

Childhood blindness is estimated to lead to 

a loss in earning capacity of US$6,000–

27,000 million.4 By extrapolation, assuming

a global growth rate of 3%, the economic

loss over 10 years for childhood cataract

would be in the order of US$1,000–6,000

million. Estimates in India5, assuming a

blind child has on average 33 years of blind-

ness,  and that 14% of childhood blindness is

due to cataracts, calculate a lifetime loss of

earning capacity of US$3,500 million to
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childhood cataract. The cost of a cataract

intervention in India is of the order of

US$100–200, depending on facilities. The

cost of treating the 40,000 blind children

from cataract in India would be US$4–8

million. 

What should be done about

Childhood Cataract?

Case finding

Case finding is of prime importance for the

management of cataract in children.

Obviously, children with cataract do not

present themselves and it takes careful

observation by the caregivers or trained

health staff to notice lens opacities. In this

issue, Mohammad Muhit’s article

‘Childhood Cataract: Home to Hospital’

proposes an approach to finding out about

and overcoming the barriers to detecting

and treating cataract in children. 

Surgical management

Management is complicated by the fact that

paediatric cataract surgery is technically

more difficult and requires frequent post-

operative follow up. It is very unwise to

equate a childhood cataract to a smaller

replica of an adult cataract. Questions

related to the management of childhood

cataracts include the timing of surgery, type

of surgery, personnel doing the surgery and

place where the surgery will be done. Good

visual outcome depends on doing surgery as

early as possible within the period of onset

of visually disabling cataract. It is recom-

mended that lensectomy combined with

posterior capsulectomy with anterior vitrec-

tomy be carried out by paediatric-orientated

ophthalmologists with the necessary skills

and commitment to supervise the child’s

visual development. 2

Surgery for childhood cataract should be

carried out in specialist centres approp-

riately staffed and resourced with facilities

such as paediatric anesthetic equipment and

good supportive services for refraction and

low vision services. The inflammatory res-

ponse is more pronounced post-operatively,

and posterior capsule opacification is

routine. David Yorston’s article in this issue

discusses in more detail the surgical

management of childhood cataract. This

issue’s contribution from the Cochrane

Eyes and Vision Group discusses the

evidence-base for the treatment of child-

hood cataract and concludes that more work

in this area is needed. 

Post-operative management

Correction of aphakia by spectacles, contact

lenses or intra-ocular lenses to focus the

image for vision development is very

important in the post-operative manage-

ment of childhood cataracts. Petra

Verweyen’s article provides useful guide-

lines for measuring vision in children, while

Mohammad Muhit’s article stresses the

importance of the partnership between the

family and the medical team in ensuring

long-term follow-up.

There is a need to look at the impact of

treating childhood cataracts and relate it not

just to visual acuity but also to scholastic

achievements and development. 

Conclusion

The global ophthalmic community has been

convinced of the need for prioritising child-

hood blindness. The technical knowledge is

available. Resources are required, in partic-

ular trained paediatric ophthalmologists

working in well-equipped tertiary centres as

part of a comprehensive child eye care

programme. This is the strategy of VISION

2020 which now needs to be implemented.
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Introduction  

Globally, there are 190,000 children who

are blind from cataract.1 Cataract in children

may be present at birth (congenital cataract)

or may appear anytime during the first few

years of life (developmental cataract).

Childhood cataract is the most common

treatable cause of childhood blindness,

being responsible for 10–30% of all child-

hood blindness.  A recent national study in

Bangladesh showed that 1 in every 3 blind

children is unnecessarily blind from con-

genital/developmental cataract.2

Restoring Sight: Four Stages of

Cataract Care for Children 

Restoring sight in a child who is blind from

cataract depends on four stages: 

1. Early detection of blind children within

households and communities.

2. Eye examination of blind children and

referral of children with cataract.

3. Good quality cataract surgery and opti-

cal correction.

4. Follow-up care: regular and long-term.

The child’s progress through these stages

depends on a series of journeys: travel from

home to hospital for cataract surgery; from

hospital to home after discharge; then again

from home to hospital for follow-up on

more than one, and often many occasions.

Although significant progress has been

made in surgical management of cataract,

uptake of cataract surgery in children is low

in most resource-poor countries.3 This arti-

cle discusses barriers to cataract services

specific to children and proposes a frame-

work for developing comprehensive

cataract care. Suggestions are based on our

experiences in Bangladesh. The framework

could be adapted for other countries as we

strive to achieve the aim of VISION 2020 to

eliminate avoidable blindness in children.

Barriers

Barriers to early detection of blind

children with cataract 

In resource-poor countries, particularly in

rural areas, a child with cataract often stays

at home as parents are unaware that the child

is suffering from a treatable condition.

Barriers to early detection are related to the

difficulty in recognising childhood cataract;

beliefs which prevent family members from

taking action if they notice a problem, and a

lack of knowledge amongst primary level

health care providers (traditional and mod-

ern) to detect childhood cataract (Box 1). 

Barriers to eye examination and referral

services 

When parents or relatives do recognise that

a child is blind, a number of factors might

prevent them from taking action: no access

to eye care services; family decision not to

seek advice; lack of referral or inappropriate

advice from traditional or modern health

practitioners (Box 2).  
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Childhood Cataract: Home to Hospital

1. Early detection of blind children within
households and communities

Photo: Victoria Francis

3. Good quality cataract surgery and
optical correction.

Photo: Clare Gilbert

2. Eye examination and referral 
Photo: Victoria Francis

4. Follow-up care
Photo: Mohammad Muhit

Four Stages of Cataract Care for

Children

Barriers and Factors Influencing Eye Care Provision for Children
Illustration by Mahommad Muhit
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Barriers to uptake of cataract surgery in

children 

Accepting blindness in a child, and acting

on the advice that the child needs surgery in

both eyes, is not easy for parents. Without

appropriate counselling, many parents do

not accept referral for cataract surgery even

when surgery is offered completely free of

charge (Box 3).  

Barriers to regular and long-term follow

up after cataract surgery in children 

Unlike cataract surgery in adults, long-term,

regular follow-up over several years, and

optical correction after surgery, are critical

to achieving a good visual outcome.

Commitment from parents is required but

difficult to achieve. Again, there are major

barriers. These include lack of clear com-

munication between hospital staff and par-

ents, lack of motivation of the parents, and

financial barriers (Box 4).  

Overcoming Barriers: Developing a

Framework for Care

The barriers at the four critical stages of care

for children with cataract are multifaceted,

interlinked and span a wide range of factors.

Any intervention should address the barri-

ers simultaneously in a co-ordinated way.

The following framework proposes a start-

ing point for developing a comprehensive

approach to cataract care for children. 

Empower communities to recognise

childhood cataract and take action

The first step is to raise awareness that

cataract can affect children and it can be

treated. A mass communication approach

(radio, TV, village theatre, public announce-

m e n t s at communal gatherings, etc.) might

be appropriate, with special attention to tai-

loring the message to the perceptions and

attitudes of the target communities.

Detecting childhood cataract requires a

trained eye. Community members can be

trained in ‘how to identify a blind child’.

Their efforts could be coordinated by a

‘community facilitator’ in each district

whose role would be to contact, encourage,

facilitate and engage communities to

identify childhood blindness and childhood

cataract. He or she would also provide sup-

port and linkages with hospital and other

services (education, rehabilitation).  

Increased awareness, however, may not

be enough as age-old beliefs and attitudes

persist. Opportunities for face-to-face

discussion should be built into the strategy.

Key informants (school teachers, imams,

NGO workers) may act as ‘change agents’,

changing community attitudes and beliefs

about childhood blindness. 

Finally, however much parents are con-

vinced about the need to seek treatment for

a cataract blind child, practical and financial

barriers may prevent them from carrying

out their intentions. Mechanisms need to be

developed locally to provide financial and

practical support to families of children

with cataract.  Local philanthropists, corpo-

rate sponsors, government departments and

other interested parties should be encour-

aged to support these children and their fam-

ilies.

Make facilities available for eye examina-

tion and referral

Another approach is to train all those likely

to be consulted by the parents of a blind

child: traditional healers (including

‘untrained village doctors’ and spiritual

healers), health workers, medical doctors

and general practitioners. Training curricu-

la for all primary eye care workers should

specifically cover eye diseases in child-

hood, including cataract. Outdated mes-

sages such as  “wait for the cataract to

mature” should be corrected (see 10 key

messages on page 22). Ideally, all blind

children should receive a free eye examina-

tion by an ophthalmologist in their home

sub-district.  One idea to achieve this is a

mobile community child sight clinic led by

an ophthalmologist. 

Provide good quality eye surgery:

paediatric ophthalmology units 

High quality surgery for children should be

provided by a well-trained team in a well-

equipped hospital with linkages to the com-

munity-level service providers. 

Ensure follow-up care: community clinic

and eye hospital

Long term follow-up and postoperative

optical correction are essential components

of cataract surgical services for children.

Children should receive follow-up services

from an ophthalmologist either in the eye

hospital or in the community clinic.

Programmes should adopt a proactive

approach, for example by follow-up visits

by the ophthalmologist and his team at sub-

district level.  

Communication between hospital and

parents needs to be enhanced. Parents need

clear instructions for follow-up and oppor-

tunities to ask questions. Without engaging

parents in the process it is impossible to

achieve their commitment for long-term

follow-up.

Create long-term partnerships: linking

services and encouraging self-help

Sector wide linkages should be developed

between eye hospitals, NGOs, primary

health care workers, community-based

rehabilitation (CBR) workers, educators

and other development workers as well as

key members of each community. 

Counselling at each stage should provide an

opportunity to overcome barriers, develop

an understanding of the disease, and provide

support to the parents.

Self-help groups of families with blind

children can empower families, encourage

long-term engagement of communities with

eye care programmes, provide support to

those in need, and create a sustainable

framework for community-based eye care.  

Effort and care are needed to establish such 

Empower communities: A gathering in
Bangladesh to discuss childhood cataract 

Photo: Mohammad Muhit

Provide good quality eye surgery: a boy
recovers from a cataract operation in
Bangladesh

Photo: Mohammad Muhit

Ensure follow-up care: parents receiving
counselling at Aravind Hospital, India 

Photo:Victoria Francis

Make facilities available: Mobile
Community Sight Clinics in Bangladesh 

Photo: Mohammad Muhit
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Box 1: Barriers to Early Detection of Children with

Cataract at Household and Community Level

Barriers specific to children with cataract

• Children do not usually complain of symptoms
• Children do not present themselves to health workers
• Visual loss in a very young child is difficult to recognise 
• Early cataract is difficult for an untrained observer to recognise

Perceptions and behaviour of family and community members

People may think:
• Cataract occurs only in elderly people
• Congenital blindness cannot be treated
• Familial blindness is ‘a punishment from God’
• Health Education messages are sometimes confusing 
• Corneal scar and cataract are thought to be the same condition

causing confusion about what can be done 

People might:
• Wait for the child to ‘learn to see’
• Wait for the  ‘small white spot’ to disappear
• Deny the blindness 
• Accept the blindness and decide not to seek advice

Skills, attitude and practice of service providers (traditional

and modern)

• Traditional practitioners are often the first people to be consul-
ted because they are trusted, affordable and accessible. However,
they lack skills and training to identify children with cataract

Box 2: Barriers to Eye Examination and Referral 

Barriers specific to children with cataract

• Cataract may not be a priority among parents of children with
multiple disabilities

Perceptions and behaviour of family and community members

• The perception that blindness is caused by vitamin A deficiency
prevents parents from travelling to an eye doctor because “we
know that it is not going to bring any benefit to the child” 

Financial and practical constraints: 
• C o s to ft r a v e la n da c c o m m o d a t i o nf o rf o u rp e o p l e( c h i l d ,m o t h e r ,

male family member, and a neighbour who knows the city)
• Cost of consultation and treatment
• Staying away from work means lost earnings
• The distance to the hospital 
• Time to make arrangements and visit the hospital
• Perceived benefits of being blind, such as children can earn

money by begging, social service support for blind children, and
state benefit for families with a blind child

Skills, attitude and practice of service providers  (traditional and

modern)

• Primary eye care training often focuses on cataract in adults
without teaching about cataract in children 

• Traditional healers may not recognise cataract in children, or
understand the need, urgency, and how to refer

• General practitioners may not be aware of available paediatric
cataract surgical facilities 

• Parents may be incorrectly advised to wait for surgery until the
child is older, commonly over 12 years of age 

• A common presentation time is 6–8 years old, by which stage
the parents may be told that it is already too late for treatment  

• Contradictory advice from different providers (too early or too
late for surgery) cause confusion and may influence parents not
to advance further with the treatment

• Doctors do not explain clearly to the parents the risk of
amblyopia if surgery is delayed

Lack of services and linkages

• In many areas, there are no trained staff 
• Remote rural areas lack referral linkages with the eye hospital

Box 3: Barriers to Uptake of Cataract Surgery in Children

at Tertiary Eye Centres

Challenges faced by family members

• Many parents are not aware that surgery is the only treatment for

childhood cataract  

• Parents often prefer medical treatment or non-invasive treatments

(including traditional remedies) to surgical treatment

• Experience of poor outcome of cataract surgery in other children

from the same locality or family acts as a strong disincentive to

the uptake of surgery

Fear of:

• surgery in young children

• losing life during surgery

• cutting such a ‘small’ eye 

• ‘removing eyes’ 

• ‘removing lens (cataract)’ from child’s eye

• ‘putting lens inside child’s eye’

• travelling to the big city to visit the eye hospital

Financial barriers

• cost of travelling and accommodation for 3/4 members of the

family

• fees for consultation, investigations, surgery, post-operative

medication, spectacles

• ‘benefit’ of being blind

Box 4: Barriers to Follow-up of Children 

After Cataract Surgery

Barriers specific to children 

• Children usually do not complain of worsening vision (for exam-

ple due to post capsular opacification); they need someone to

detect the problem during follow-up

• Children do not present themselves to health workers, they need

parents or another adult to decide and act on their behalf

Perceptions and behaviour of family and community members

• Often adult patients are told that there is no need to come back

after cataract surgery if they continue to see well.  This message

is generalised to children leading to the belief that there is no need

for long term follow-up in children

• Perception of ‘good surgery’: “When the surgery is good, you

don’t need to go back to the doctor”

• Perception of ‘bad surgery’:  “They told us to go back to hospital,

but if the surgery is not good and the child can’t see well, what’s

the point of going back?”

• Perceived cost of follow-up visit and treatment (on the basis of

the cost of initial visit and surgery) 

Skills, attitudes and practice of service providers 

• Service providers may not be aware of the need for follow-up

examinations by an eye doctor 

• Lack of clear communication: “No one told us to go back for

follow-up” “Went for follow-up after two weeks and the doctor

said everything is fine”

Lack of services and linkages 

• Lack of referral linkages between local service providers and eye

hospitals

• Lack of counselling services for the parents to motivate them to

attend for follow-up visits for the child
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groups and should be supported by the eye

care providers in each district. 

Conclusion

The framework in this article outlines some

basic considerations for establishing com-

munity action for children with cataract

while at the same time ensuring that the

infrastructure is in place to meet the need for

services. It proposes that the starting point

should always be an understanding of the

barriers, as this will help to make the

approach appropriate to each setting.
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1. Cataract can occur in babies and children - it is not limited only to the elderly.

2. A child may be born with cataracts (congenital cataract) or s/he may develop cataracts during the first few years of life

(developmental cataract).

3. Cataracts can run in families, and more than one child in the same family can be affected.

4. Any parent or carer who notices a white spot in their child’s eye(s), or who thinks the child cannot see properly, should be

taken seriously.

5. All children with blindness and/or cataract should be referred to an eye doctor for detailed eye examination, diagnosis and

treatment as soon as they are detected.

6. Congenital blindness is treatable when it is due to cataract.

7. Surgery is the only treatment for cataract in children.

8. Treatment of cataract in children is a matter of urgency as early surgery increases the likelihood of better vision.  The

cataract does not need to ‘mature’. If treatment is delayed there is a risk of amblyopia and irreversible visual impairment

or blindness.

9. After cataract surgery children may need to wear spectacles. This also applies to babies.  

10. Long term follow-up is essential (unlike cataract surgery in adults), to monitor the vision, to change the glasses, and to

manage complications.

Mohammad Muhit and Clare Gilbert
International Centre for Eye Health, London School of Hygiene and Tropical Medicine, Keppel Street, London, WC1E 7HT, UK

Engaging families in health
services research on
childhood visual impairment:
barriers to, and degree and
nature of bias in,
participation

J S Rahi I Manaras

H Tuomainen G Lewando Hundt

AIM: To investigate the barriers to, and

degree and nature of bias in,participation in

health services research by parents of

children with visual impairment. METH-

ODS: Parents of children newly diagnosed

with ophthalmic disorders at Great Ormond

Street Hospital, London, participated in a

study to elicit their health service experi-

ences and needs through a postal question-

naire survey followed by in-depth inter-

views. The participating and non-participat-

ing families were compared at different

stages of recruitment, according to sociode-

mographic and clinical characteristics.

RESULTS: 20% (55) of all eligible families

could not be invited to participate because

of out of date contact details for either the

family and/or family doctor in the hospital

and/or community record systems.

Completed questionnaires were received

from 67% (147/221) of contacted families,

although only 6% actively declined to take

part. Compared to non-participating par-

ents, those who took part were more likely

to be white British, from higher socioeco-

nomic groups, have English as their main

language, and have no other visually

impaired family members. There were no

significant differences according to the

clinical characteristics of their affected

children. CONCLUSIONS: Families from

socioeconomically deprived and ethnic

minority groups are likely to be less visible

than others in health services research on

childhood visual impairment. Geographical

mobility in families of young children with

visual disability poses a potentially impor-

tant obstacle to engaging them in research

on their experiences of health services.

These findings indicate the importance of

addressing potential biases in the design and

interpretation of future studies, to ensure

equity in recommendations for policy and

practice, and in implementation of services. 

Reprinted courtesy of:

Br J Ophthalmol.  2004 Jun; 88(6): 782–

787.

10 Key Messages on Childhood Cataract: What all Health Workers Need to Know 

Abstract

Healthy eyes (left). 
Bilateral congenital cataract (right)

Photos: Murray McGavin & Allen Foster

Early detection is important
Credit: ICEH

Congenital Cataract
Photo: Allen Foster
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Introduction

The management of congenital cataract is

very different to the treatment of a routine

age-related cataract. In adults, surgery may

be delayed for years without affecting the

visual outcome. In infants, if the cataract is

not removed during the first year of life, the

vision will never be fully regained after

surgery. In adults, if the aphakia is not cor-

rected immediately, it can be corrected

later. In young children, if the aphakia is not

corrected, the vision will never develop nor-

mally. 

Pre-operative Evaluation

Because the whole process of managing a

congenital cataract is much more complex,

it is very important to make the right deci-

sions during the pre-operative evaluation.

In adults, we know that most of the poor out-

comes following cataract surgery are due to

poor case selection. Poor decision making at

this stage can result in children being blind

for the rest of their lives. 

Congenital cataract affects not only the

child but also their immediate family.

Money spent on treatment means less is

available to send other children to school. It

is very important to ensure that the family

understands the prognosis and duration of

treatment because they are going to be

r e s p o n s i b l ef o ri m p l e m e n t i n gm o s to fi t .T h e

families have to become our partners and

colleagues in treating their own children.

Investigations

Age-related cataract usually occurs in isola-

tion, and we rarely investigate patients to

look for some underlying cause for their

lens opacity. However, in children, cataract

is much less common, and is more likely to

be associated with some systemic condi-

tion. There are numerous different condi-

tions that may be associated with cataract in

childhood (Box 1). Most of these are rare,

and in many children we do not know what

causes the cataract. Even in rich countries,

with almost unlimited resources, no cause is

found for the majority of cataracts occurring

in children. 

There is no benefit in doing a large num-

ber of tests and investigations on all children

with cataract. It is better to take a careful his-

tory, including a family history, from the

parents. Ask about any illnesses or drugs

used during the pregnancy, and find out if

the child is developing normally.

Remember that all blind children will expe-

rience some developmental delay, and this

is usually reversed if vision is restored.

However, speech and hearing development

should be normal.

If possible, the child should be examined

by a paediatrician, who can look for other

congenital anomalies, and can determine if

the child is fit for general anaesthesia.  If the

history and examination do not give any

clues to the cause of the cataract, there is lit-

tle point in doing any further investigations. 

When to operate

The rules for operating on cataract are quite

simple. Cataracts should only be removed

when:

1. They are interfering with a person’s

quality of life 

2. There is a reasonable prospect that

surgery will lead to a significant imp-

rovement in vision. 

This is true for congenital cataract as well.

Unfortunately, it can be very difficult to

answer these two questions in children. As

a general rule, if a child is behaving and

developing normally, do not operate, but

keep under review. As the child grows, the

visual demands will also increase. For

example, a mild cataract may not interfere

with playing outside the house when a child

is four years old, but does cause problems at

school when he or she is learning to read at

the age of six or seven. Do not be misled by

the red reflex, as children may see remark-

ably well despite a zonular cataract through

which no red reflex is visible. Remember

that removing a cataract in a child removes

their ability to accommodate. They may be

better off with 6/18 and a full range of

accommodation than they would be with

6/9 and no depth of field. 

Although cataract surgery in children

should be done as early as possible, if there

is real doubt about whether children will

benefit, they are unlikely to come to serious

harm by waiting a little longer. As they grow

older, it becomes easier to test their vision,

and to determine if they need an operation.  

Surgery

Cataract surgery in children is very different

to cataract surgery in adults. The operation

will require a general anaesthetic. There

may be associated cardiac or other congen-

ital anomalies. The infant eye behaves very

differently to an adult eye. Congenital

cataract surgery should only be performed

in centres that are suitably equipped to carry

out these demanding procedures (Box 2).

Children do not have a hard lens nucleus,

so it is possible to remove the entire cataract

by aspiration alone. There are two opera-

tions that are widely used for congenital

cataract.

Lensectomy

In a lensectomy, most of the lens (including

the posterior capsule) and anterior vitreous

is removed. This leaves a permanently 

clear visual axis. However, it requires a

vitrectomy machine, and any interference

with the vitreous may increase the risk of

late retinal detachment. 

My preferred technique is to use an ante-

rior chamber maintainer inserted through

the cornea. I then remove the anterior lens

capsule with the vitrector, leaving an intact

rim of capsule. The lens matter is aspirated,

and then the posterior capsule and anterior

vitreous are removed using the cutting

action of the vitrector. 

Provided an intact rim of capsule is

retained, it is possible to insert an IOL at the

time of surgery or later as a secondary

procedure.

Extra-capsular Cataract Extraction

(ECCE)

The anterior capsule of a child is much more

elastic than an adult lens. This makes con-

tinuous curvilinear capsulorhexis (CCC)

more difficult. The rhexis should be kept

small (4–5mm) as the lens matter can easily

be aspirated with a Simcoe cannulae, and

there is no large nucleus to remove.

Alternatively, a standard can-opener capsu-

lotomy can be performed. 

If the capsule is left intact, it will opacify.

In adults, most patients do not develop visu-

ally significant posterior capsule opacity.

However, in children, every eye will even-

tually need a capsulotomy. Some surgeons

Surgery for Congenital Cataract

Cataract surgery in children, although
complex and time-consuming, can have
excellent results 

Photo: David Yorston
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perform a primary capsulotomy at the end of

the ECCE. However, this frequently closes

and requires revision, particularly in

younger children.

My own preference is to do a lensectomy

on most children under five years old, and

an ECCE on most older children. The ratio-

nale for this is that older children are at

much less risk of amblyopia, so vision lost

from capsule opacity can be regained. In

younger children, capsule opacity can lead

to irreversible amblyopia and must be pre-

vented. 

Intra Ocular Lenses (IOLs)

In infants it is essential to correct aphakia as

soon as possible after surgery. One option is

to implant an IOL when the cataract is

removed. Unfortunately, it is not that sim-

ple. At birth the human lens is more spheri-

cal than in adults. It has a power of about

30D, which compensates for the shorter

axial length of a baby’s eye. This decreases

to about 20–22D by the age of five. This

means that an IOL which gives normal

vision to an infant will lead to significant

myopia when he or she is older. It is further

complicated by changes in the power of the

cornea and axial lengthening of the globe.

These changes are most rapid during the

first few years of life and this makes it

almost impossible to predict the correct

power of lens for any infant. 

IOL implantation has become quite rou-

tine for older children, but it is still very con-

troversial in younger children, particularly

those under two years old (see Community

Eye Health Vol.14 No.40, 2001).

Post-operative Care

In adults, little post-operative care is

required, apart from the provision of eye

drops and spectacles – if required. In

children, the surgery is only the beginning

of a prolonged course of treatment and this

needs to be emphasised from the beginning.

Refraction

The first priority is to correct the aphakia

and this should be done as early as possible.

In rich countries contact lenses are widely

used. They can be changed easily and the

power can be modified. However, they

require meticulous hygiene and this makes

them inappropriate in situations with inade-

quate water and sanitation. Alternatives are

to use spectacles or an IOL. Even if an IOL

is used there will be some residual refractive

error and spectacles will be necessary to get

the best possible vision. The spectacles

should be fitted as soon as the child is able

to wear them. The refraction must be

checked regularly, at least every four

months until two years old, reducing to an

annual check after the age of five.

Amblyopia

Most children with congenital cataract will

be amblyopic. Because the retinal image has

been blurred by the cataract, vision does not

develop properly, and the brain cannot

make sense of the information it receives

from the eye. Removing the cataract, and

correcting the aphakia, will restore image

clarity but the brain still needs to learn to

see, and this takes time. If the eyes have

never had clear vision, they will not fixate

accurately and this can lead to nystagmus. If

the vision is restored, the nystagmus will

often resolve, so nystagmus in a child is not

a contra-indication to surgery.

Frequently one eye will do better than the

other and this will become the preferred eye,

which makes the other eye amblyopic. The

only way to detect this is to measure the best

Review Article

The spectacles should be fitted as soon as
the child is able to wear them

Photo: Clare Gilbert

Fig. 1: Results of Cataract Surgery in Young Children in East Africa

Box 1: Causes of Congenital Cataract 

1. Prenatal (intra-uterine) infection e.g. rubella, cytomegalovirus, syphilis.

2. Prenatal (intra-uterine) drug exposure e.g. corticosteroids, vitamin A.

3. Prenatal (intra-uterine) ionizing radiation e.g. x-rays.

4. Prenatal / peri-natal metabolic disorder e.g.  maternal diabetes.

5. Hereditary (isolated - without associated eye or systemic disorder) e.g. autosomal

dominant inheritance.  

6. Hereditary with associated systemic disorder or multi-system syndrome.

a) Chromosomal e.g. Down’s syndrome (trisomy 21), Turner’s syndrome.

b) With skeletal disease or muscle disorder e.g. Stickler syndrome, Myotonic

dystrophy.

c) With central nervous system disorder e.g. Norrie’s disease.

d) With renal disease e.g. Lowe’s syndrome, Alport’s syndrome.

e) With mandibulo-facial disorder e.g. Nance-Horan cataract-dental syndrome.

f) With dermatological disorder e.g. Congenital icthyosis, Incontinentia pigmenti.

Box 2: Minimum Facilities for Congenital Cataract Surgery

1. An anaesthetist with suitable equipment and skills to treat infants and small children.

2. A vitrectomy instrument (and/or anterior vitrectomy) to deal with the posterior capsule.

3. An ophthalmologist with experience in treating children.

4. Access to paediatric care for children with associated problems.

5. Access to low vision services to ensure that the child’s vision develops as well as

possible.
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corrected vision regularly in each eye. If one

eye is two or more lines worse than the

other, with no other apparent explanation, it

is probably amblyopic and the child needs

occlusion treatment of the preferred eye.

The risk of amblyopia is greatest during the

first year of life and declines rapidly after

the age of five.  

Providing optimum care is provided, the

visual prognosis is good. In Kenya, 47% of

eyes achieved 6/18 or better and only 5%

were less than 6/60.1 Almost all these

children will be able to attend a normal

school (Fig.1). 

Complications

Every child who does not have a posterior

capsulotomy will develop posterior capsule

opacification. This can be treated by making

an opening in the capsule with a Nd:YAG

laser or a needle. Alternatively, the posteri-

or capsule and anterior vitreous can be

removed with a vitrector. If the capsule is

opened without removing the vitreous, the

opacification may recur on the anterior

hyaloid face.  Loss of vision in one eye from

increasing capsule opacity will be asympto-

matic and the only way to detect this is by

regular examinations. 

Glaucoma may occur after lensectomy,

particularly if it is carried out in the first

week of life. This glaucoma is very difficult

to treat and frequently leads to blindness.

Delaying surgery until after the child is 3–4

months old makes it unlikely that the eyes

will recover 6/6 vision but it reduces the risk

of glaucoma. 

Retinal detachment is more common in

eyes that have had surgery for congenital

cataract. It often occurs very late, on aver-

age 35 years after the operation. If any

patient complains of sudden loss of vision,

even if it is years after their operation for

congenital cataract, it should be assumed to

be due to retinal detachment until proven

otherwise. 

Conclusion

The management of congenital cataract is

complex, and should only be carried out in

specialist centres. However, every eye

worker can play a role by assisting with case

finding and follow-up. 

Reference
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Introduction

Certain groups are often excluded from

trials of new interventions, typically preg-

nant women and children, but also people

unable to give informed consent.  Children

are not included perhaps because of a dis-

taste for ‘experimenting’ on little ones and

a reluctance to admit to clinical uncertainty

when faced with anxious parents.

Unfortunately such attitudes lead to con-

tinuing uncertainty about the effectiveness

of key interventions in these population

subgroups who are often, ironically, the

subject of our special concern.

Cataract in children is an important cause

of childhood blindness and treatment can

make a difference if it can be delivered

effectively and in time. But there are many

questions about how this is best achieved –

clinical questions which need good

evidence for an answer. And before

addressing these, there are others – about

how best to detect cataracts in babies (there

are no randomised trials as yet) and whether

or not there is any potential for prevention.

Immunisation for rubella is relevant, and, of

course, understanding genetics.

Treatment of Bilateral Cases

There are numerous surgical procedures

described for the treatment of cataract

including peripheral iridectomy (for cen-

tral opacities), needling and aspiration,

lensectomy, optic captured posterior cham-

ber intraocular lens after phaco-emulsifica-

tion (termed ‘bag in the lens’ procedure by

one group). So what is the best procedure

in terms of visual outcome, short and long

term complications and cost-effectiveness?

A Cochrane Systematic review was pub-

lished in 2001 asking the question “What is

the effectiveness of surgical interventions

for bilateral congenital cataract”. As in most

Cochrane reviews, only the best evidence

was included, i.e. randomised controlled

trials. Only one trial was found comparing

pars plana lensectomy to lens aspiration

and primary capsulotomy. Though both

groups did well in terms of visual outcome,

there were more complications in the aspi-

ration group but follow-up was not long

enough to address the important concern

about late glaucoma after lensectomy. The

review is now in the process of being

updated. Since it was published, clinical

practice has been changing and lens

implantation in the bag with or without pri-

mary posterior capsulotomy or with cap-

ture of the optic within anterior and poste-

rior capsulorhexis is becoming more com-

mon. The age at which surgeons are happy

to intervene is also falling.

The situation is made more complex by

the fact that several different parameters are

being modified simultaneously so that it is

hard to determine which are the key com-

ponents to improved outcome.

Since 2001, seven new trials have so far

been identified including a large one from

China comparing acrylic and polymethyl

methacrylate lenses (though it is not clear if

this was truly randomised) and four on var-

ious aspects of technique relating to optic

capture. The other two are on the use of try-

pan blue for capsulorhexis and a compari-

son of two methods of hydrodissection.

Treatment of Unilateral Cases

The treatment of unilateral congenital

cataract is another question and is the sub-

ject of much discussion though so far there

are no trials. A study examining the feasi-

bility of randomising children in USA to

intraocular lens or contact lens correction of

aphakia has been published in the Journal of

Amerian Association of Pediatric Ophthal-

mology and Strabismus (AAPOS). This

article also describes the considerable

amount of stress that such interventions

place on both the child and parents when the

results of preserving useful sight in the

cataractous eye are not great.

The treatment of stimulus deprivation

amblyopia in both unilateral and bilateral

cases is also in need of good evidence of

effectiveness and a title for a Cochrane

review on this subject has been registered.

Conclusion

This remains an issue of intense importance

in the control of childhood blindness and, as

Evidence for the Effectiveness of Interventions
for Congenital, Infantile and Childhood Cataract

Evidence-based Eye Care
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yet, the quality of evidence is relatively

poor. But the signs are encouraging and

there are indications that those involved in

this work are increasingly aware of the need

for it. It is of particular importance in coun-

tries with emerging economies where the

volume of need is substantial and the oppor-

tunities for high quality research now exist.

Evaluation of screening
procedures for congenital
cataracts
G Magnusson G P Jakobsson 

U Kugelberg A Lundvall 

E Maly K Tornqvist 

M Abrahamsson B Andreasson 

MP Borres U Broberger 

L Hellstrom-Westas R Kornfalt 

N Nelson J Sjostrand 

K Thiringer

AIM: To evaluate the efficacy of two dif-

ferent Swedish screening procedures for

early detection of congenital cataracts in

comparison with no screening. METH-

ODS: Children born between January 1992

and December 1998 in Swedish regions

with an established eye-screening routine

procedure, diagnosed with congenital

cataract, and operated on before 1 year of

age, were included in a retrospective study.

Age at referral and age at time of the opera-

tion were compared between regions using

different screening procedures: screening in

the maternity wards (Region 1), at the well-

baby clinics (Region 2) and one region

without any screening (Region 3).

RESULTS: Seventy-two children were

included in the study. Concerning early

diagnosis and surgery, Region 1 differed

significantly from Regions 2 and 3, which

were more similar and were combined for

further analysis. The difference in detected

cases was greatest at 21 days of age (55% vs

18%; p < 0.001), but persisted even at 100

days of age (78% vs 64%; p < 0.2). Region

1 screening resulted in more and earlier

cases detected than the other two regions

(22 vs 15 per 100,000 births). In 72% of all

cases, surgery was performed in response to

referrals from either the maternity wards

(36%), or the well-baby clinics (36%).

However, half of the cases from the well-

baby clinics were detected too late, i.e. at >

100 days. CONCLUSION: Eye screening

in the maternity ward is preferable to well-

baby clinic screening and to no screening at

all, since it leads to early detection.

Screening should also be performed rou-

tinely at well-baby clinics within the period

when successful treatment is possible.

Reprinted courtesy of:

Acta Paediatr. 2003 Dec; 92(12): 1468–

1473. 

Outcome of lens aspiration
and intraocular lens
implantation in children aged
5 years and under

L Cassidy J Rahi 

K Nischal I Russell-Eggitt 

D Taylor

AIMS: To determine the visual outcome

and complications of lens aspiration with

intraocular lens implantation in children

aged 5 years and under. METHODS: The

hospital notes of all children aged 5 years

and under, who had undergone lens aspira-

tion with intraocular lens implantation

between January 1994 and September 1998,

and for whom follow up data of at least 1

year were available, were reviewed.

RESULTS: Of 50 children who underwent

surgery, 45 were eligible based on the fol-

low up criteria. 34 children had bilateral

cataracts and, of these, 30 had surgery on

both eyes. Cataract was unilateral in 11

cases; thus, 75 eyes of 45 children had

surgery. Cataracts were congenital in 28

cases, juvenile in 16, and traumatic in one

case. The median age at surgery was 39

months (range 11-70 months). Follow up

ranged from 12–64 months (median 36

months). Of 34 children with bilateral dis-

ease, 25 (73.5%) had a final best corrected

visual acuity of 6/12 or better, while seven

(20.5%) achieved 6/18 or less; in one child

the vision improved from UCUSUM to

CSM but another, who had only one eye

operated on, was unable to fix or follow

with this eye preoperatively or 2 years post-

operatively. Of 11 children with unilateral

cataract, five (45.5%) had a final best cor-

rected visual of 6/12 or better, and six

(54.5%) 6/18 or less. A mild fibrinous

uveitis occurred in 20 (28.2%) eyes in the

immediate postoperative period, but

resolved with topical steroids. One child

had a vitreous wick postoperatively requir-

ing surgical division. Glaucoma, endoph-

thalmitis, or retinal detachment have not

been observed so far in any patient postop-

eratively. CONCLUSION: From this series

the authors suggest that, in children aged 5

years and under, lens aspiration with

intraocular lens implantation is a safe pro-

cedure, with a good visual outcome in the

short term. Further studies are needed to

investigate these outcomes in the long term.

Reprinted courtesy of:

Br J Ophthalmol. 2001 May; 85(5):540–

542.

Is early surgery for
congenital cataract a risk
factor for glaucoma?
M Vishwanath R Cheong-Leen

D Taylor I Russell-Eggitt

J Rahi

AIMS: To estimate the risk of aphakic

glaucoma after lensectomy for congenital

cataract and its association with surgery

within the first month of life. METHOD: A

retrospective case notes review was con-

ducted of all patients who had lensectomy

for congenital cataract during their first year

of life at Great Ormond Street Hospital

between 1994 and 1997. Patients with pre-

existing glaucoma, anterior segment dysge-

nesis, and Lowe syndrome were excluded.

The risk of aphakic glaucoma after surgery

was estimated using Kaplan-Meier survival

analysis. RESULTS: 80 patients, undergo-

ing 128 lensectomies were eligible. Of

these, six patients (nine eyes) were lost to

follow up. Based on eye count, the risk of

glaucoma by 5 years after lensectomy was

15.6% (95% CI 10.2 to 23.4). Based on

patient count, the 5 year risk of glaucoma in

at least one eye following bilateral surgery

was 25.1% (95% CI 15.1 to 40.0). The inci-

dence of glaucoma remained at a constant

level for the first 5 years after surgery. After

early bilateral lensectomy, within the first

month of life, the 5 year risk of glaucoma in

at least one eye was 50% (95% CI 27.8 to

77.1) compared to 14.9% (95% CI 6.5 to

32.1) with surgery performed later (log rank

test, p = 0.012).

There was no significant difference

(Kolmogorov-Smirnov test: unilateral

lensectomy p = 0.587, bilateral lensectomy

p = 0.369) in 5 year visual outcomes

between eyes operated before and after 1

month of age. CONCLUSION: Bilateral

lensectomy during the first month of life is

associated with a higher risk of subsequent

glaucoma than with surgery performed

later. The reason for this is unclear but it

may be prudent, in bilateral cases, to con-

sider delaying surgery until the infant is 4

weeks old. As the incidence of glaucoma is

similar for each year after surgery, long

term glaucoma surveillance is mandatory.

Reprinted courtesy of: 

Br J Ophthalmol. 2004 Jul; 88(7):905–910.
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Introduction

Measuring vision in children is a special

skill requiring time, patience and under-

standing. Methods should be adapted to the

child’s age, abilities, knowledge and expe-

rience. Young children are not able to

describe their vision or explain their visual

symptoms. Through observation, and with

information from the mother or guardian,

functional vision can be evaluated. While

testing and observing children, an experi-

enced assessor notices their responses to

visual stimuli. These must be compared

with the expected functional vision for

children of the same age and abilities, so it

is important to know the normal visual

development. 

Normal Visual Development and

Functions

In normal visual development, children

start by observing their mother’s face.

Experiences of space, distances, and hand-

eye coordination are important steps in

stimulating the development of all visual

functions during the critical period from

birth to five years. Deprivation disturbs this

development and may lead to ‘nystag-

mus’(pendular, mainly horizontal, involun-

tary eye movements). Amblyopia or ‘lazy

eye’ is another condition that can result

from visual deprivation in early childhood. 

Major visual functions which can be test-

ed from a very young age include: 

• pupil reaction • fixation

• motility • visual acuity

• fusion • colour vision 

The most important visual function is visual

acuity. If a child has eye problems, visual

acuity should be measured as soon as possi-

ble. This will indicate if vision is develop-

ing normally. It is not always possible to

obtain a quantitative measurement of a

child’s visual acuity. However, a qualitative

assessment by an experienced observer can

be very useful. Although a qualitative

assessment will show if a child is blind or

not, it will not detect unilateral poor vision. 

Key Points for Measuring a Child’s

Vision

Prepare  for the assessment and assemble all

the testing materials in advance so that the

assessment can proceed without interrup-

tion.  

Create rapport

Speak in a language he or she will under-

stand. If you only talk to the mother, the

child will lose interest. To get accurate

results, the child needs to feel comfortable

so that you have his or her full co-operation.

If the child is sick, crying or hungry it may

be better to postpone the assessment, even

for half an hour. Small children may do bet-

ter if they sit on their mother’s lap. Explain

the testing procedures to the mother and let

her conduct the test while you observe the

child.

Gain attention

To get the child’s attention, try using an

interesting object.  This could be a torch or

a coloured light, achieved by shining a torch

through coloured plastic or cloth.  Large

objects with high-contrast forms activate

visual pathways more effectively than light

without forms.  Sounds can also be used

such as a small tin with rice inside. In this

case, auditory attention is used first to rein-

force the visual attention, but this is obvi-

ously not appropriate if testing a deaf child.

When attention is achieved (which is some-

times only for very short periods) observe

the child’s behaviour. Does he look towards

the object, is there nystagmus, does she

reach for the object? 

Test fixation

Observe the corneal reflexes with a torch.

While testing fixation under monocular

conditions the corneal reflex should be cen-

tral; if not, eccentric fixation is present. It is

important to note that fixation to bright light

can be different from fixation at an ‘accom-

modation requiring’ fixation target. If you

notice nystagmus, describe the type, form

and amplitude so that you will be able to

compare changes (improvements) during

follow-up visits. 

Identify the preferred fixating eye

In cases of squint it is easy to detect the pre-

ferred eye, as it is mostly in a straight posi-

tion. If there is no squint you can use the ver-

tical prism test to induce a vertical devia-

tion. To be sure of the result you should

repeat it four times, prism base up and down

on each eye. If there is no obvious domi-

nance the preferred fixating eye is always

the one behind the prism. A simpler test is to

close one eye at a time and compare the

reaction of the child. The child will be less

co-operative while covering the dominant

eye. 

Estimate motility / visual field

Move an object of interest in different direc-

tions and observe the movements of the

eyes. If you show objects suddenly (like in

a game of hide and seek) you can observe

fast saccades, spontaneous fixation, and

also estimate the visual field. If these

objects are not noticed, use brighter or big-

ger ones. 

Test convergence and accommodation

Move an object gradually towards the eyes

to induce inward movements of the eyes.

These should be possible up to about 10 - 5

cm in front of the eyes. Children who are not

interested in near objects should be checked

with plus-lenses which may produce a good

response. 

Test visual acuity

Refractive error has a greater effect on visu-

al acuity than any other visual function and

should be corrected before measuring visu-

al acuity. In older children you can use the

pinhole test. Sometimes it is worth testing

visual acuity at different distances (3/2/1

metres) to get an indication of refractive

error or to find out if the current glasses are

satisfactory. The vision must be tested using

one eye at a time, and binocularly, with both

eyes open. While testing vision binocularly

look for abnormal head postures.

Pre-verbal children cannot describe what

they see, so they are tested using ‘preferen-

tial looking’ techniques. Children will auto-

matically look towards shapes and lines

rather than a plain grey surface. These tests

are used by an experienced observer to esti-

mate the visual acuity value. 

In the youngest children (0–24 months)

we use grating acuity. This can be tested

with the Lea (paddles) Gratings. These

Measuring Vision in Children

Vision Support Teacher, Joseph Mwangi,
testing fixation with a penlight

Photo: Petra Verweyen
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tools have black and white stripes of differ-

ent widths. The thinner the stripes recog-

nised, the better the grating acuity. Two

paddles are moved from the midline with

equal speed in front of the child, one grey

and the other with stripes. If the child is able

to recognise the stripes she will turn her

head towards the movement of the striped

paddle. 

The Cardiff Test is good for slightly

older children (18–60 months). It consists of

different cards, which are held in front of the

child. Each has a picture in the upper or the

lower part of the card. If the child looks

towards the picture on the card, you note the

size as detected. If the child has good hand-

eye coordination you can test detection

vision with small objects made from model-

ling clay or similar materials. The child is

requested to choose objects in front of her.

The size of the smallest object picked, in

combination with the distance, can be cal-

culated into an approximate visual acuity

value used to describe the minimum dis-

cernible. (photo 3)

If the visual acuity is very low, vision can

be tested using optokinetic nystagmus. A

striped object, either a rotating drum or a

tape measure, is moved in front of the eyes.

When the nystagmus is induced you know

the child is able to detect the different

stripes. The distance can be increased and

you can observe and describe the distance

up to which the nystagmus is still present.

The presence of optokinetic nystagmus may

not exclude loss of vision due to brain

injury. 

If children are able to recognise and

describe pictures or symbols, specific visu-

al acuity tests can be used. These are

designed for near and far distance. As

children are near orientated the test should

be performed at near, and distance visual

acuity measured at no more than three

metres. 

The Lea Symbols Test is useful because

the symbols are easy to name and recognise.

If the child does not speak you can use the

key card. An advantage of the test is that the

child never ‘fails’, as the symbols are

designed to resemble each other, and the

child will always have an answer. Children

can be trained to function in the test situa-

tion at the age of 18–24 months by using the

Lea Puzzle. It is better to use a line-test, with

several symbols in each line, as single sym-

bols are less useful for detecting amblyopia.

In order to refer test results to defined val-

ues, specially designed tests should be used

according to their instructions. 

Test binocular vision 

Binocular vision can only develop when the

eyes are aligned and function equally.

Binocularity can be tested at different levels

with tests like Bagolini Lenses, Lang Test

Titmus Test and TNO Test. If the child is

not cooperative enough to conduct these

tests, fusion can be checked with prisms. A

20 dioptre base-out prism is put in front of

one eye while shining a penlight. If the eyes

adjust to the prism and the corneal reflexes

become straight, fusion is present which

proves the existence of binocular vision. 

Test colour vision

Assessment is not possible at a very young

age but full colour vision develops very

Vision Therapist, Melioth Njeri, testing
vision with the Cardiff Test 

Photo: Petra Verweyen

Testing vision at near distance with 
a Bust card matching picture and object

Photo: Petra Verweyen

Testing vision at near distance with small
objects (detection vision)

Photo: Petra Verweyen
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early. The easiest colour test for children is

the matching of coloured objects. 

Conclusion

Measuring vision in children is a compre-

hensive task. For diagnostic purposes, fol-

low-up and evaluation of visual impair-

ments, all elements should be considered

and compared with the visual function of

daily life. Results need to be explained and

discussed with the parents or guardian to

help them understand the situation and

strengthen interaction with their children.

This will reduce the visual disability, espe-

cially if the vision cannot be improved

through medical treatment. 
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In some countries the idea of re-sterilising

sutures is not acceptable; however, in

other situations people re-sterilise sutures

routinely. If you do sterilise sutures, the

following should be considered.

1. How to sterilise sutures

The two recommended methods are:

a) Soak for a full 10 minutes completely

immersed in povidone iodine 10%

solution, then rinse in sterile saline/

water.

b) Ethylene Oxide - gas sterilisation.

Sterilising/disinfecting by other methods

(autoclaving, boiling, alcohol-soaking)

are not recommended. Glutaraldehyde

has been taken off the market since May

2002. It was never intended to be a suture

soaking solution due to its high toxicity

and the inability to ensure that all the solu-

tion is rinsed off before use.

2. Sutures which can be re-sterilised

a) Any monofilament (Prolene or Nylon/

Ethilon) suture can be soaked in povi-

done iodine 10% solution with no risk

of HIV, or hepatitis B transmission. 

b) This also applies to ‘coated’ sutures,

e.g. some Vicryl or Ethibond. On the

outside of the packets it states whether

the suture is coated or not. If coated,

there should be no problem with soak-

ing the suture material.

c) Multi-filament or twisted fibres, such

as C h r o m i c , S i l k , M e r s i l e n e a n d n o n -

c o a t e d Ethibond should be discarded

after use. 

3. Tensile strength

There are no reports of wound break-

downs due to loss of tensile strength in

sutures following soaking (Nylon,

Prolene, coated Vicryl or Ethibond

sutures).

4. Needle sharpness

Povidone iodine does not affect needle

sharpness. 

Key Points

• Monofilament and coated sutures are

the only sutures suitable for re-sterilis-

ing.

• The recommended technique is 10 min-

utes fully immersed in povidone iodine

10% solution followed by rinsing in

sterile saline/water.

Ingrid Cox

Eye Care Advisor, CBM International,

Kenya

Guidelines for Re-Sterilising Sutures Episcleral nodules and
hygiene

Over the past 4-5 years, I have noticed

children coming to the hospital with

inflamed episcleral nodules, which did

not respond to topical antibiotics or

steroids and anti helminthics. Blood

reports were insignificant and stool exam-

ination done for three cases were incon-

clusive. Once regularity was noted, exised

lesions were sent to Christian Medical

College (CMC) Vellore. Biopsy was done

on 12 cases. Of these, 8 reported that the

lesions were probably of parasitic origin.

The interesting part of the exercise was

that, of the 8 reports of lesions of parasitic

origin, 7 were of Sri Lankan refugees,

from a Sri Lankan refugee colony situated

on the banks of the Bhavani river, in

Mettupalayam. The river is the main

source of drinking water for the people of

the colony. After repeated visits to the

colony to study the problem, health edu-

cation talks were given on the use of

boiled water for consumption, spread of

diseases through impure water, and the

importance of personal hygiene. 

Oral helminthic, Albendazole, was

given to every child, with another dose

after a gap of 2 weeks.

In our follow-up visits, we have not

seen any case of episcleral nodules from

this village for the past four years.

This was part of a large programme

called ‘Operation Community Care’.

Samuel P John

Garnett Memorial Eye Hospital,

Mettupalayam, Tamil Nadu, India

Providing appropriate med-
ical treatment for childhood
cataract in remote tribal
regions of India

During a free cataract eye screening camp

organised by the Alakh Nayan Mandir

Eye Institute in the remote rural village of

Kardha, Barwada in Udaipur, Rajasthan,

India, we detected a case of a girl aged 3

years with congenital cataract in both

eyes. This orphan girl from a tribal area

was unable to get proper medical treat-

ment for her blindness. Her carers resort-

ed to using the services of the local

‘quacks’, who subjected her lower chest

and abdomen to red hot iron bars in the

belief that this would cure her blindness. 

She was escorted to our base hospital

for bilateral cataract extraction by phaco-

emulsification and IOL implantation

u n d e r g e n e r a la n a e s t h e s i a .P o s t - o p e r a t i v e-

l y she had good vision. She was kept under

observation for two weeks in the base hos-

pital, to avoid post-operative infection.

The outcome of this surgery was that, in

this particular region, the community

became aware that ‘quacks’ should not

treat cataract. This has motivated older

cataract patients to come for eye surgery

despite their earlier reluctance, thinking

previously that it is a curse of old age. 

Timely and successful intervention

with regard to childhood blindness, espe-

cially in rural and tribal regions, is the

need of the hour. Furthermore, we need to

find ways to bridge the gap between the

‘quacks’ response to childhood eye prob-

lems, and the urgent medical attention

children need. 

L S Jhala 

Consultant  - Glaucoma and Refractive

Surgery, Alakh Nayan Mandir Eye

Institute, Rajasthan, India

Photo: L S Jhala
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Experiences in quality
assurance at Bawku
Hospital Eye Department,
Ghana

Bawku Hospital Eye Department is a

4 6 – b e d unit within a general hospital in

the north east of Ghana. Following a work-

shop on quality assurance, run by the

Upper East Region Health Administra-

tion, we decided to find out what patients

think so that we could improve the quality

of eye care offered in the Out-patients

Department (OPD).

In 2002, we conducted a survey of

patients as they were leaving the hospital.

One hundred patients were interviewed

w i t h a questionnaire. To avoid interview-

er bias, a member of the Civic Education

Department administered the question-

naire rather than a member of the hospital

staff.  The 15 questions covered the fol-

lowing areas:

• Time taken to be seen, including

patient’s perceptions about unnecessary

delay. (We scored ‘time taken to be

seen’ as unacceptable if the wait was

more that 2 hours) 

• Communication by medical staff about

the condition, instructions for care, and

return visit

• Privacy

• Prescription of medicines and pharmacy

instructions

• Attitude of staff

• Cleanliness of the clinic

• Promptness of emergency treatment

• Overall satisfaction.

The results showed patients to be very sat-

isfied with the attitude of staff, the clean-

liness of the clinic, the speed of treatment

during an emergency and the overall satis-

faction scores were over 90%.

We considered all scores below 90%

needed improvement. These were: 

• 70% of patients felt that there was no

unnecessary delay

• 83% said they had been told the diagno-

sis

• 82 % said they had been told about the

illness

• 76% said they received an explanation

about a return visit

• 60 % were satisfied by the amount of

privacy offered during consultations

• 89% said that they had received the

drugs prescribed (some patients were

obliged to buy drugs in private pharma-

cy shops because the hospital did not

stock them)

• 87% said they had fully understood the

pharmacy instructions. 

Staff discussed how to improve on these

scores and a number of measures were put

in place. The most notable was a change in

the layout and organisation of the OPD. To

reduce delays, patient registration is now

done by a non-medical member of staff; to

improve privacy, partitions were con-

structed; to improve access to prescribed

eye medicines, we increased the stock to

include all drugs we usually prescribe.

Medical staff became more aware of

patients rights and their responsibilities

towards them, and undertook to provide

clear explanations to patients about their

illness, treatment and follow-up. 

One year later, we repeated the survey,

using a slightly modified questionnaire.

The greatest improvement in patient satis-

faction was in privacy. However, there

had been a dramatic drop in satisfaction

with the speed of receiving emergency

treatment, which we attributed to a change

in the remuneration policy for staff on-call

instituted at the beginning of 2003. We

continue to look for ways to improve this

service within budget limitations. 

Our staff have found this quality assur-

ance exercise very helpful and stimulat-

ing. We plan to continue this as an annual

activity, continually updating our ques-

tionnaire.

Isaac Baba

Eye Co-ordinator, 

Bawku Presby Hospital, Ghana

Introducing Intraocular Lens
Implantation at an eye
centre in Yemen

In May 2000, Ibn Al-Haitham Eye Centre

(affiliated to the University of Science and

Technology) in Yemen, introduced

intraocular lens implantation (IOL) as a

routine surgical procedure for cataract

patients. For those who cannot afford the

increased price of the surgery, the IOL is

donated by local people or non-govern-

mental organisations.

We conducted a study to find out if

there has been an associated change in

cataract surgery numbers after the intro-

duction of IOLs. Figures for the total num-

ber of cataract operations performed for

each year from 1998 to 2002 were

obtained from the records of the operating

theatre. Cataract operations were divided

into those with and without intraocular

lens implantation. The numbers of other

surgical procedures for the same period

were also recorded.

The available data show that the num-

ber of total cataract operations increased

steadily over the years after the introduc-

tion of IOL as a routine surgical procedure

for cataract surgery. The number of

patients attending the

Eye Centre, and

patients admitted for

other surgical proce-

dures, also increased.

How can we explain

this increase in

numbers? Visual

rehabilitation for those

patients who have an

IOL is much better than

those who are given

spectacles. Patients in

Yemen depend on

‘mouth-to-mouth’

advertisement and they

visit eye centres

recommended by their 

neighbours, friends or

family members. Patients who used to use

thick spectacles and those who have bilat-

eral cataract appreciated the difference

when an IOL was implanted and encour-

aged others to have this new technology in

the centres which provided it. It is possi-

ble that patient satisfaction following

cataract treatment at Ibn Al-Haitham Eye

Centre led to more patients attending the

Centre, thereby increasing the number of

all surgical procedures. However, these

assumptions would need to be further

investigated using social research

methods. 

Mahfouth A Bamashmus

Assistant Professor of Ophthalmology,

Faculty of Medicine and Health Sciences

Sana’a University, Republic of Yemen 

With thanks to Mr Abdallah Al-Gubari

and Mr Abdallah Al-Saqir at Ibn Al-

Haitham Eye Centre.

Figure 1: The increase in all surgery following the

introduction of IOL surgery at Ibn Al-Haitham Eye Centre

between 1998–2002
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