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Aim – A retrospective analysis of 100 eyes undergoing

pediatric cataract surgery in terms of refractive outcome

was done.

Material and Methods – 100 eyes of 82 patients undergoing

pediatric cataract surgery by the same surgeon were

included in the study. Children with preexisting corneal

scars, traumatic cataracts and those without intraocular

lens (IOL) implantation were excluded from the study. All

children less than 7 years underwent phacoaspiration with

primary posterior capsulorrhexis, anterior vitrectomy and

intraocular lens implantation. Children more than 7 years

underwent phacoaspiration with intraocular lens

implantation. All children were implanted foldable acrylic

single piece intraocular lenses. SRK or SRK II formula was

used for lens power calculation. Post operatively

retinoscopy was done at 2 weeks, 3 months and 6 months

to determine accuracy of the intraocular lens power and to

assess the changes in refraction over a period of time.

Results – The age of the children included in the study

ranged from 1.5 to 14 years with an average age of 7.9

years. Gender distribution was equal. 59% of the eyes

underwent phacoaspiration with primary posterior

capsulorrhexis, anterior vitrectomy and intraocular lens

implantation, while 41% underwent simple phacoaspiration

with intraocular lens implantation. The target refraction

for the immediate postoperative period ranged from +2.25

to -0.75 D, average being + 0.31 D. The intraocular lens

power ranged from +4.00 D to +33D, average being +21.86 D.

The average postoperative refraction at 2 weeks was -0.29

D. This figure at the end of 3 months and 6 months was -0.31

D and -0.50 D respectively. The mean error between the

planned immediate postoperative refraction and what was

achieved finally was 0.6 D. Incidence of error of 1 D and

more between the target and final early postoperative

refraction was 22%. It ranged from -2.25 D to +4.50 D. When

intraocular power surprise was analyzed against the target

postoperative refraction, it was found that in 36% of these

patients the target refraction was +0.75 to 0 D, in 29% cases

target refraction was +1.5 D to +0.75 D, in 21% it was +2.25 D

to +1.50 D and in 14% it was 0 D to -0.75 D. We couldn’t find

any correlation between AC depth postoperatively and IOL

surprise.

Discussion – Incidence of IOL power surprise was found to

be higher in children. When we analyzed the distribution of

the same in four target refraction groups, it was found that

65% of these patients had target refraction of +1.5 D to 0 D.

This group of children falls mainly in the preschool and

little older ones. They are the group who are most anxious

for the clinical examination and any kind of outpatient

procedure upon them. The older children in whom the target

refraction was between 0 D to -0.75 D accounted for only

14% of the IOL surprise cases. Autokeratometer reading

in uncooperative children may not always be representing

the centre of the cornea. Same applies to axial length
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measurement also. Neely et al1 in a similar study found the

prediction error to be 0.30 D as compared to 0.6 D in our

study. The variability in their study ranged from -4.06 D to

+3.86 D as compared to ours of -2.25 D to +4.50 D. They

concluded that the accuracy of the commonly used IOL

calculation power was generally reasonable but highly

variable. Over a period of 6 month postoperatively, there

was a small myopic shift in the refraction of these children.

Conclusion – IOL surprise is an added problem area to

already complex issue of IOL power calculation in pediatric

cataract patients. Poor patient co-operation seems to be

one of the confounding factors. It may be countered by

sedating the patient while performing biometry, two

independent readings or doing biometry on the operation

table after the child has been anesthetized. Its incidence

needs to be re-estimated after taking these measures.
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