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INTRODUCTION

INTRODUCTION

Cataract is the most important cause of treatabie blii

children, thus the timing of treatment is critical (Va

Chauhan, 1994).
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In Pediatric patients affected by either unilateral of bilateral

cataracts, the decision of whether surgery is indicated

based on the measured or estimated level of visual acuity

potential weight against the risks of the procedure. In

or not is
or acuity
addition,

whether the cataract is unilateral or bilateral and whether it is a

complete or partial also affect the decision for surgery. Th
for treating congenital or infantile cataracts is to avoid i
amblyopia. Appropriate preoperative planning and re
potential difficulties aid in the prevention of operative co
(Park et al., 1993).

The possibility of developing amblyopia is the |
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implant an intraocular lens in a child (Taylor, 1989). Th

reticalily,

the IOL provides an immediate visual rehabilitation throu h a clear

visual axis, with the possibility of avoiding or treating amblyopia and

retaining as much as possible of binocular vision (Hil
1990).

The choice to implant an intraocular lens as

et al,

8 primary

procedure is recommended, as it is a reasonable approach to

achieve the aim of surgery in children (Kora et al., 1992).
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intraocular lenses design and size, that seem to fit the criteria
for implantation in eyes of children who are two years or older, are
flexible open-loop one piece all PMMA, modified C-loop capsule
intraocular lenses with an overall length of 12 to 12.5 mm. Modern
capsular intraocular lenses of these types are much more flexible
and easier to insert than the stiff, rigid, one piece |OLs (Wilson et
al., 1994a). .

Foldable I0Ls, particularly acrylic one, offer advantages over
other types of intraocular lenses including, easier implantation
through a small incision, lower aqueous flare intensity, decrease
postoperative astigmatism, clear posterior capsule postoperatively.
Also, YAG laser posterior capsulotomy can be performed without
causing damage to the optic (Oshika et al., 1996).

Most eyes with acrylic 1.O.Ls retained a clear posterior
capsule due to the high refractive index of the soft acrylic material
that make the optic of this lens is very thin, leaving very small lens
space between anterior and posterior capsule (Nishi & Nishi,
1995). This also reduces the likelihood of postoperative iris chafing
and posterior synaechia formation (Oshika, et al. 1996).




