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Abstract : 
Purpose : To describe the clinical and therapeutic features of congenital cataracts. 

Introduction : 

Congenital cataracts are the cause of about 60% of leukocoria in children. A congenital cataract occurs in about 

1/3000 births, without sex or side predominance. The management of unilateral congenital cataracts must be 

urgent because of the deep amblyopia that will develop rapidly. 

Material and method : 

We carried out an observational, retrospective and descriptive study in the ophthalmology department of the 20 

August 1953 hospital in Casablanca over a period of 5 years. We collected sixty-four (64) children. 

Epidemiological, clinical, paraclinical and therapeutic parameters were studied. 

Results : 

A total of sixty-four (64) children were operated on for unilateral congenital cataracts during the study period. 

The mean age of onset of symptoms was 6.9 months, the mean age at the time of surgery was 33.7 months, only 

35.9% of cases were operated on before the age of one year. 

Clinically, leucocoria was the most common warning sign at 54.7%, followed by strabismus at 35.9%. The 

cataract was obturating in all cases at the time of surgery. The most representative clinical forms were posterior 

polar cataract, composite partial cataract in 25% of cases each. 

Therapeutically, anterior phacophagy was performed in all children. Posterior capsulotomy with anterior 

vitrectomy was performed in 95.3% of cases to prevent secondary cataracts, especially in non-cooperating young 

children. Postoperative complications were dominated by inflammation, in 25% of cases. 

Conclusion : 

Unilateral congenital cataracts represent a challenge involving three main actors: ophthalmologist, orthoptist 

and parents in order to guarantee optimal visual recovery. 
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I. Introduction : 
Congenital cataracts are the cause of about 60% of leukocoras in children [1]. A congenital cataract 

occurs in about 1/3000 births, with no gender or side predominance [2,3]. It is often associated with other ocular 

malformations (microphthalmia, hypertrophic hyperplasia of the vitreous). The management of unilateral 

congenital cataracts must be urgent because of the profound amblyopia that will develop rapidly [4]. The objective 

of our study is to describe the clinical and therapeutic features of congenital cataracts. 

 

II. Materials And Method : 
We carried out an observational, retrospective and descriptive study in the ophthalmology department 

of the 20 August 1953 hospital in Casablanca from October 2019 to October 2024, in a period of 5 years. 

A total of sixty-four (64) children aged 0 to 15 years were collected. Cases of unilateral congenital 

cataracts associated with persistent hyperplasic primary vitreous (PHPV) were excluded from the study. 

The following parameters were studied: age of onset of symptoms, age of surgery, presence of 

strabismus, visual behavior, visual acuity, corneal diameter, intraocular pressure, keratometry and axial length 

before surgery, density and type of cataracts. 

The power of the implant calculated according to the SRKII formula with an emmetropic subcorrection 

according to age. The correction factor was applied by decreasing the calculated theoretical power by 40% 

between 0 and 3 months, 35% between 3 months and 6 months, 30% between 6 months and 1 year, and then by 

5% every six months, until 3 1/2 years when this residual correction factor of 5% must be kept for up to 5 years 

[5-8]. 
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The operative technique consisted of phacopahagia and anterior vitrectomy in all patients with 

implantation in all children except four children who had microphthalmia (axial length less than 16 mm). 

The treatment of amblyopia was carried out in the following way: Before 6 to 8 months: the occlusion 

is 80% of the waking time of the non-operated eye, for a short period (20% of the waking time) with both eyes 

open ; From 6 to 8 months: a permanent and alternating or asymmetrical total occlusion (at no time are both eyes 

open at the same time) is prescribed. ; After 1 year: prescribed daily, the occlusion is highly asymmetrical 

The statistical analysis was done using IBM SPSS 24 software. 

 

III. Results : 
Epidemiologically, a total of sixty-four (64) children were operated on for unilateral congenital cataracts 

during the study period. The mean age of onset of symptoms was 6.9 months, the mean age at the time of surgery 

was 33.7 months, only 35.9% of cases were operated on before the age of one year. There was no gender 

predominance, with girls and boys accounting for 51.6% and 48.4% respectively. 

Clinically, leucocoria was the most common warning sign at 54.7%, followed by strabismus at 35.9%. 

Visual acuity was not quantified in 49 children (76.6%) because it was not applicable in children under 2 years 

of age and difficult to quantify in non-cooperative children. When it was 23.4%, it was less than or equal to 3/10. 

A strabismus was present in almost half of the cases with esotropia in 28.1% and exotropia in 20.3% and 

nystagmus was present in 15.6% of cases. 

The cataract was obturating (Figure 1 and 2) in all cases at the time of surgery, it was a posterior polar 

cataract (25%), partial composite (25%) and total cataract (20.3%) in 1/4 of the cases each (Table I). 

 

 
Figure 1: Posterior subcapsular cataract       Figure 2: White total cataract 

 

Table I: Clinical types of congenital cataract 
Clinical type of cataract Effective Percentage (%) 

Posterior polar 16 25.0 

Composite Partial 16 25.0 

Total 13 20.3 

Nuclear 9 14.1 

Posterior subcapsular 4 6.3 

Zonular 2 3.1 

Posterior Lenticone 2 3.1 

Coralliform 1 1.6 

Anterior polar 1 1.6 

Total 64 100 

 

After a general examination by the paediatrician and the examination of siblings, congenital cataracts 

were classified as idiopathic in 93.8% of cases and due to embryofetopathy in 6.3% of cases. 

The following preoperative parameters were evaluated, including mean keratometry, corneal diameter, 

intraocular pressure, axial length, and implant strength after age-appropriate correction (Table II). 

Microphthalmia was present in 4 children (6.3%). Intraocular pressure was normal in all children before surgery.  

A drug preparation for surgery was made of a topical steroid combined with non steroidal anti-inflammatory 

topical and a topicamide cocktail with atropine. 
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Table II: Preoperative parameters 

 
 

After an incision measuring an average of 2.75 mm, anterior phacophagy was performed in all children. 

Posterior capsulotomy (figure 3) with anterior vitrectomy was performed in 95.3% of cases to prevent secondary 

cataracts, especially in young children who did not cooperate with YAG laser capsulotomy. Implantation was 

done in the posterior chamber in all cases, implantation was done in 93.8% with implantation in the capsular sac 

in more than half of the cases. Suturing of the main incision was done in all children with removal after 6 to 8 

weeks. 

Postoperative medical treatment was proposed, containing oral and local antibiotic, local corticosteroid, 

atropine dilation in all children. 

After a mean follow-up of 31.5 months, extremes 3 and 60, optical correction of residual ametropia and 

treatment of amblyopia, we obtained the following functional and refractive results: functionally, visual acuity 

was not quantified before the age of 2 years, it was on average 5/10 in children aged 2 to 5 years,  4/10 in children 

aged 5 to 10 years and only 2/10 in children aged 10 to 15 years (this poor visual acuity could be explained by 

the delay in treatment in this age group and a poor response to amblyopia treatment. On the refractive level, there 

was residual hyperopia between 0.86 and 2 diopters and a small residual myopia between 2 and 5 years of age. 

Astigmatism averaged -1 diopter in all age groups (Table III). 

 

 
Figure 3 : Posterior Capsulorhexis 

 

Table III : Distribution of refractive results by age group 

Parameters 

Mean (Standard Deviation) 

Before 2 years 2-5 years 5-10 years 10-15 years old 

Visual acuity Not applicable 0.5 0.4 0.2 

Sphere 0.86 (2.80) -0.10 (1.54) 0.1 (1.41) 2 (1.24) 

Cylinder -1.05 (0.56) -1.14 (0.69) -1.15 (0.54) -1.08 (0.66) 

Spherical equivalent 1.10 (3.19) -0.03 (2.10) 0.31 (1.96) 2.54 (1.56) 

 

Postoperative complications (Table IV) were marked by inflammation, one case of hyphema, one case 

of intraocular implant dislocation, secondary cataract in 3 cases and one case of secondary glaucoma in a child 

operated on at 2 months of age and implanted with a normal axial length for his age of 17.36 (n=17) and a normal 

corneal diameter of 10 mm. The child underwent filtering surgery and then filtering surgery. 

 

 

 

Posterior Capsulorhexis 
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Table IV : Post-operative complications 
Post-operative complications Effective Percentage (%) 

Inflammation 16 25.0 

Endophthalmitis 0  
Hyphema 1 1.6 

Intraocular lens dislocation 1 1.6 

Secondary glaucoma 1 1.6 

Secondary cataract 3 4.7 

Retinal detachment -  

 

IV. Discussion : 
Cataracts are the first cause of preventable blindness in children [4]. Congenital cataracts are the cause 

of about 60% of leukocoria in children [1]. A congenital cataract occurs in about 1/3000 births [2,3]. The mean 

age of children at the time of surgery was 33.7 months. For Mandal S. and al. [9], in a study of 30 patients aged 

9 months to 14 years, the mean age at the time of surgery was 55 ± 51 months. 

Congenital cataracts present several anatomical and clinical forms. In our series, posterior polar, partial 

composite and total cataracts were predominant (25%, 25% and 20.3%). Our result is similar to that of Park Y 

and al. for whom the most common type of cataract was posterior subcapsular cataract (65.2%), four of which 

had posterior lenticonus, followed by nuclear/lamellar cataract (28.9%) and anterior subcapsular (5.8%) [10]. For 

Tătaru C.I. and al. in a series of 103 eyes from 83 patients, total cataract was noted in 28.16% of cases followed 

by lamellar cataract in 16.5% of cases [11]. There are only a few studies on unilateral congenital cataracts, several 

mixed series on unilateral and bilateral congenital cataracts. In our series, the etiology of congenital cataracts was 

mainly of idiopathic origin, in 93.8% of cases. 

Unilateral congenital cataracts are a particularity of congenital cataracts because they constitute a 

therapeutic emergency due to the risk of amblyopia [4]. In our series, there is a delay between the appearance of 

the first signs and treatment. In the literature, several studies underline the value of early management in order to 

ensure a favorable visual prognosis [13-14]. The gold standard surgical technique in children is phacophagy with 

posterior capsulorhexis and anterior vitrectomy [15]. In our study, capsulorhexis and anterior vitrectomy were 

performed in children under 10 years of age. 

Several studies report post-operative complications, including inflammation, ocular hypertension, 

secondary cataracts, secondary glaucoma, and intraocular implant dislocation [16-22]. The choice of implant is 

essential for an optimal refractive result while taking into account the growth of the eyeball and refractive 

variations [23]. 

The treatment of amblyopia is essential in the management of unilateral congenital cataracts. Congenital 

cataracts are a cause of deprivation amblyopia [24] and surgery is only one step in a long course in the 

rehabilitation of the child's visual function [25]. 

 

V. Conclusion : 
Unilateral congenital cataracts are a therapeutic emergency. This is a challenge involving 3 main actors: 

ophthalmologist, orthoptist and parents. The delay in consultation is the consequence of a lack of awareness 

among parents. The refractive results are determined by the choice of the right implant strength for the child's 

age. Visual recovery depends on compliance with amblyopia treatment, its precocity and its effectiveness. 
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