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Clinical scenario




"PATIENT’S PROFILE

?TOME?, 26986263, 3 months old baby
Diagnosis : 1.Congenital cataract(OU)
2.Esotropia(OS)

Treatment : Arrange Phacoemulsification+posterior
capsulotomy+anterior vitrectomy+peripheral
iridectomy(OU) on 2011-8-16



ASKING

Background question

Q1: What is the common etiology of pediatric cataract?
Q2: What is the most common morphologies of pediatric cataract?
Q3 What is the surgical indication of pediatric cataract?
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'Q1 What is the common etiology of pediatric

cataract?
7ok 2 ke ¢ American Academy of Ophthalmology

Type:
e Isolated or part of a systemic condition
e Congenital or acquired
 Inherited or sporadic
e Unilateral or bilateral
e Partial or complete
e Stable or progressive



Etiology

Table 21-1 Etiology of Pediatric Cataracts

Bilateral cataracts

Idiopathic
Familial (hereditary), usually autosomal dominant
Chromosomal abnormality

Trisomy-21 (Down), -18 (Edward), -13 (Patau)

Other translocations, deletions, and duplications
Craniofacial syndromes

Hallermann-Streiff, Rubenstein-Taybi, Smith-Lemli-Opitz, others
Musculoskeletal

Conradi, Albright, myotonic dystrophy
Renal

Lowe, Alport
Metabolic

Galactosemia, Fabry, Wilson, mannosidosis, diabetes mellitus
Maternal infection (TORCH diseases)

Rubella

Cytomegalovirus

Varicella

Syphilis

Toxoplasmosis
Ocular anomalies

Aniridia

Anterior segment dysgenesis syndrome
latrogenic

Corticosteroids

Radiation {may also be unilateral)

Unilateral cataracts

Idiopathic
Ocular anomalies
Persistent fetal vasculature (PFV)
Anterior segment dysgenesis
Traumatic (rule out child abuse)
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Figure 21-7

Causes of congenital cataracts. PFV = persistent fetal vasculature.

Fabry disease

(Adapted from

Buckley EG. Pediatric cataracts. In: Parrish R. ed. Bascom Palmer Eve Institute’s Atlas of Ophthalmology. Philadelphia:

Current Medicine; 2000.)



Q2 What is the most common morphologies of
pediatric cataract?

7ok 4 s ¢ American Academy of Ophthalmology
Anterior polar cataract:

e usually <3 mm in diameter, congenital, usually
sporadic, bilateral or unilateral, usually non-
progressive

Nuclear cataract:

e typically approximately 3mm in diameter,
opacities tend to be stable but can progress,
unilateral or bilateral, inherited or sporadic,
congenital but may not be significantly dense at
birth, at increased risk for developing glaucoma

later in childhood



e lenticular shape, affect 1 or more of the rings,

typically smm or more, usually acquired but can be
inherited, unilateral or bilateral

e congenital thinning of the central posterior capsule
and cataract dose not form until later, almost always
unilateral



Posterior subcapsular cataract:

e usually in adult, usually acquired and bilateral, may
caused by steroid, uveitis, retinal abnormalities,
radiation exposure, can be seen with
neurofibromatosis type 2

e failure of the fetal hyaloid vascular complex to
regress



at is the surgical indication of
pediatric cataract?

N

7o 41 ke ¢ American Academy of Ophthalmology
The opacities are visually significant

The younger the child, the greater the urgency in
removing the cataract, because of the risk of
amblyopia.
Newborns and young infants:

e Unilateral congenital cataract: before 6 weeks old

e Bilateral congenital cataracts: before 10 weeks old
(before the fixation reflex normally develops)

Older children with bilateral cataracts: 20/40 or less

Older children with unilateral cataracts: <20/40 with
optical treatment and amblyopia therapy

(fellow eye: 2 weeks for < 2y/o0, 1 month for >2y/o )



For children aged 1-2 years and older, IOL
implantation has gained widespread acceptance, and
numerous studies have documented the safety and
efficacy of this procedure.

In infants, the use of IOLs is controversial because of a
higher incidence of complications and the rapid shift
in refractive error during the first 1-2 years of life.




7ok 4 e - Uptodate
The management of cataracts depends upon the age of the child and
potential for interference with visual development.

We recommend cataract extraction for newborns with bilateral
complete cataracts ( ). Surgery should take place as soon as
possible, ideally within the first four to six weeks of life. The two eyes
should be operated on within one week of each other.

We suggest surgery for children with incomplete cataracts (unilateral or
bilateral) and one or more of the following ).

e Decreased visual response

e Reduced visual acuity (20/50 level or worse)

e Opacity >3 mm in diameter

e Onset of strabismus, which indicates a significant disruption in fusion
When the natural lens is removed, it must be replaced with an
intraocular lens (IOL) or an aphakic contact lens. In addition, bifocal

glasses are required for near work. Aphakic contact lenses are usually

used for children younger than six to nine months of age, an IOL for
older children.


http://www.uptodate.com/contents/grade/1?title=Grade 1A&topicKey=PEDS/6270�
http://www.uptodate.com/contents/grade/6?title=Grade 2C&topicKey=PEDS/6270�
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Foreground questions

ohould we do primary I0L mmplantation in Infants with congenttal cataract
Wiho receive cataract surgery’?




PICOT

Patient

Intervention

Comparison

Outcome

Time

Infants who have congential
cataract

Cataract surgery with primary
intraocular lens implantation

Without primary intraocular
lens implantation

Rates and severity of
complication ; adverse effect ;
visual acuity

Not confined
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BMJ Clinical Evidence
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Studies \Original journal articles




~#% UpToDate

Key words
e Congenital catarat

e Surgery



kongenital cataract surgery i AllTopics = m News from UpToDate = Contactus | Abo

F Fiex

Search Results for "congenital cataract surgery™

= All Topics

= Adult
Pediatric
Patient

~ Graphics [

* Overview of glaucoma in infants and children
* Overview of ptosis
* Cataract in adults

* Bacterial endophthalmitis

s | Cataract in children

* Amaurosis fugax (transient monocular or binocular visual loss)
* Retinitis pigmentosa: Treatment

* Approach to the adult with acute persistent visual loss

* Overview and differential diagnosis of papilledema

* Myotonic dystrophy: Prognosis and management

* Anticoagulant, antiplatelet, and fibrinolytic (thrombolytic) therapy in patients
at high risk for ocular hemorrhage

* \isual impairment in adults: Refractive disorders and presbyopia

* Nonarteritic anterior ischemic optic neuropathy: Epidemiclogy, pathogenesis,
and eticlogies

* Angle-closure glaucoma
* Perioperative medication management

* Alfuzosin: Drug information

Topic Outline
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Photrakic contact lens  —

Many ophthalmologists prefer aphakic contact lenses to
intraocular lens (IOL) implantation for optical rehabilitation in
infants younger than six to nine months of age.

Some ophthalmologists would consider implanting an IOL in
younger infants (ie, three months and older).

However, the risk of post-operative complications, such as
intraocular inflammation and secondary membrane formation, is
increased in this age group.

A major advantage of contact lenses over IOL in infants is the
ability to change the power of the lens as the refractive power of
the eye changes with ocular growth.



/ =

/Aphakic contact lens

A large proportion of ocular growth occurs during the first year
of life.

e The total refractive power of the aphakic eye decreases from
+30.75 at birth to +26.36 at one year, +23.00 at two years, and
+21.20 at three years.

e The provision of a clear retinal image (ie, emmetropia) would
require a +30 diopter IOL at birth and a +21 diopter lens at
three years.

Infants who are initially rehabilitated with aphakic contact

lenses may undergo secondary IOL implantation later in life if
contact lenses become more difficult to manage (usually at =2 to
3 years of age).
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Aphakic contact lens

Disadvantages to the use of aphakic contact lenses
include the need for daily maintenance, risk of corneal
infections in association with contact lens wear, and
delayed amblyopia therapy with contact lens loss.

In addition, there is a cost associated with frequent
replacement of contact lenses due either to lens loss or
the frequent need to change lens power that occurs
with normal ocular growth.

There may also be an increased incidence of
strabismus in children with monocular cataract
treated with aphakic contact lenses as opposed to IOLs
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Intraocular lens

Advantages of an IOL include immediate and full time optical

correction (in contrast to contact lenses which require regular
insertion).

In children older than six to nine months, it is generally accepted
that IOL implantation (pseudophakia) offers the best
opportunity for visual rehabilitation. Nonetheless, ocular
growth/IOL power and posterior capsule opacification
(secondary cataract) may to pose management problems.

Most children require glasses with an IOL postoperatively to
optimize optical focus and visual rehabilitation. In addition,
older children require a bifocal to provide clear near vision. The
use of multifocal intraocular lenses in children is investigational.
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~3#% ACP Journal club

Key words

e Congenital cataract



ACP Journal Club® e

The Best New Evidence for Patient Cares™

Current Table of Contents

Past Issues Search Subscribe
m About ACP Journal Club m Contact Us Site Map/Help Classifieds

ACP Journal Club - Search Results

Searchfor: congenital cataract Go
Phrases must be in "quotes”
Article type: All -
Diagnosis
Clinical Prediction Guide
Prognosis i

Don't use synonyms

Search Help

No matches.

Check spelling, rephrase your query and try again.

Copyright @2010 American College of Physicians. The information contained herein should never
be used as a substitute for good clinical judgment.
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~3¥% Cochrane library

Key words

e Congenital catarat



COCHRANE LIBRARY

Independent high-quality evidence for health care decision making

from The Cochrane Collaboration

OTHER RESOURCES
Other Reviews Trnals Methods Studies Technology Ass

COCHRANE REVIEWS
By Topic Mew Reviews Updated Reviews A-Z By Review Group

Search Results

Show Results in:
Cochrane Reviews [1] | Other Reviews [0] | Trals [18] | Methods Studies [0] | Technology Assessments [0] | Economic Evaluations [0] | Cochrane Groups [0]

There are 1 results out of 7092 records for: "congenital cataract intraocular lens in Title, Abstract or Keywords in Cochrane Database of Systematic Reviews"

View: 1

[ Export All Results ]

Record Information Issue: Cument | All Restrict to: Reviews | Protocols Sort by: Record Title | Match % | Date
Surgical interventions for bilateral congenital cataract

Wernon Long, Sean Chen, Sarah R Hatt

October 2008

S'elem All (to export citations)

[ Export Selected Citations || Export All Results | View: 1
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4% PubMed~

Key words

e Congenital cataract
e Primary intraocular lens implantation

e Surgery
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[[] Long-term follow-up of changes in corneal endothelium after primary and secondary intraocular lens implantations in children.
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Graefes Arch Clin Exp Ophthalmol. 2011 Dec 6. [Epub ahead of prinf]

PMID: 22143676 [PubMed - as supplied by publisher]
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[ Infant Aphakia Treatment Study: effects of persistent fetal vasculature on outcome at 1 year of age.
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PMID: 22108353 [PubMed - in process]
Related citafions
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[0 Complications, adverse events, and additional intraocular surgery 1 vear after cataract surgery in the infant Aphakia Treatment Study.
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Ophthalmology. 2011 Dec;118(12):2330-4. Epub 2011 Sep 16.

PMID: 21925737 [PubMed - indexed for MEDLINE]
Related citations

Lo




Title: Complications, adverse events, and additienal
_intraocular surgery 1 year after cataract surgery in the

infant Aphakia Treatment Study.

Author

PURPOSE:

e To compare rates and severity of complications between infants
undergoing cataract surgery with and without intraocular lens
(IOL) implantation.

DESIGN:

e Prospective, randomized clinical trial.
PARTICIPANTS:

e The Infant Aphakia Treatment Study (IATS) is a randomized,
multicenter (n = 12) clinical trial comparing treatment of aphakia
with a primary IOL or contact lens in 114 infants with unilateral

congenital cataract.
2011 Dec;118(12):2330-4. Epub 2011 Sep 16.


http://www.ncbi.nlm.nih.gov/pubmed?term="Plager DA"[Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Lynn MJ"[Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Buckley EG"[Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Wilson ME"[Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Lambert SR"[Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Infant Aphakia Treatment Study Group"[Corporate Author]�
http://www.ncbi.nlm.nih.gov/pubmed?term="Infant Aphakia Treatment Study Group"[Corporate Author]�

INTERVENTION:

Infants underwent cataract surgery with or without placement of an
IOL.

MAIN OUTCOME MEASURES:

The rate, character, and severity of intraoperative complications
(ICs), adverse events (AEs), and additional intraocular surgeries
(AISs) during the first postoperative year in the 2 groups were
analyzed.

RESULTS:

There were more patients with ICs (28% vs. 11%; P = 0.031), AEs
(77% vs. 25%; P<0.0001), and AISs (63% vs. 12%; P<0.0001) in the
IOL group than the contact lens group. Iris prolapse was the most
common [IC. The most common AE was visual axis opacification,
and the most common additional intraocular reoperation was a
clearing of visual axis opacification.

CONCLUSIONS:

The rates of ICs, AEs, and AISs 1 year after surgery were numerically
higher in the IOL group, but their functional impact does not
clearly favor either treatment group.



/

#STUDIES: 0% 5 % p * T 5 5 4 & 1

Pt Paperentk & & iT A f A «f;'% F_congenital cataract$:
< cataractsurgery » £ g A fhE R G- B2 AT B L
randomised#x = with or without primary IOL implantationn
cataract surgery< if gi— & - b fR— & {4 ehVisual acuity £
Intraoperative complication - adverse eventsf-additional
Intraocular surgeries

%% % Komprimary® ~ IOL#0g5 4 > 2 Visual outcomefe ¥ #f
# #I0L&g 4 4 7 7 » e §jk{s — & enintraoperative
complication > adverse eventsf-additional intraocular surgeries
i

AR m}]% Ao P K papersnig & Bor 0 1) S
B0 4 o 3z A AT K IOLE D RF ' <
oL o @ 2 ¥r3tvisual outcomes g RS o



Appraisal

2 4



Level alisR/BB/RFA/EE]T Mﬁ“"ﬁ%
la * 5 BRCT# i ehix & 14 4 +7 (SR of RCTs)
1b HERCT(F ®EFeNZHE®R)
1lc All or none
2a T FEY AT ATRRAEE AT
2b H J cohort2 ™ & - RCT
2¢ Outcome research / ecological studies
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3b Individual case-control studies
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Grades of Recommendation ‘=

A consistent level 1 studies

B consistent level 2 or 3 studies or extrapolations from level
1 studies

C level 4 studies or extrapolations from level 2 or 3 studies

D level 5 evidence or troublingly inconsistent or
Iinconclusive studies of any level
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THERAPY APPRAISAL
GUIDE

COMMENTS

I Are the Results Valid?

1. Was the assignment of patients
to
treatments randomized?

Yes

2. Were all patients who entered
the trial properly accounted for
and attributed at its conclusion?
Was follow-up complete?
Were patients analyzed in the
groups to which they were
randomized?

Yes, no patient loss follow up in 1 year

Yes

3. Were patients, clinicians, and
study personnel “blind” to
treatment?

No

4. Were the groups similar at the
start of the trial?

Yes

5. Aside from the experimental
intervention, were the groups
treated equally?

Yes
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IT What Are the Results?
1. How large was the Not sure
treatment effect?
2. How precise is the Not sure

estimate of the

treatment effect?

[1I Will the Results Help Me in My Patient Care?
1. Can the results be Yes

applied to my patients?

2. Were all clinically Yes

important outcomes

considered?

3. Are the benefits Yes

worth the harms and
costs?
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Thank you for your attention!
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