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Abstract
Purpose The study evaluates the rate of postoperative formation of a pupillary membrane (PM) and posterior visual axis 
opacification (PVAO) in infants with and without primary IOL implantation during the first 4 months of infancy.
Methods Medical records for 144 eyes (101 infants) operated between 2005 and 2014 were evaluated. A posterior capsulec-
tomy and anterior vitrectomy were performed. Primary IOL implantation was performed in 68 eyes, while 76 eyes were left 
aphakic. There were 16 bilateral cases in the pseudophakic group and 27 in the aphakic group. The follow-up period was 
54.3 ± 21.05 months and 49.1 ± 18.60 months, respectively. Fisher’s exact test was used for statistical analysis. The two-
sample t-test with equal variance was used to compare surgery age, follow-up period and time intervals of complications.
Results The mean age of surgery was 2.1 ± 0.85 months in the pseudophakic and 2.2 ± 1.01 months in the aphakic group. PM was 
diagnosed in 40% pseudophakic and 7% aphakic eyes. A second surgery for PVAO was performed in 72% pseudophakic and 16% apha-
kic eyes. Both were significantly higher in the pseudophakic group. In the pseudophakic group, the number of PVAO was significantly 
higher in infants operated before 8 weeks of age compared to surgery age 9–16 weeks. The frequency of PM was not age-dependent.
Conclusion Although it remains feasible to implant an IOL during the primary surgery, even in very young infants, there should 
always be solid arguments for this decision since it puts the child at higher risk of repeated surgeries under general anaesthesia.

Key messages

What is known: 

Optically significant congenital cataract should be removed within latent phase of visual functions development,
i.e. within first 6-8 weeks of life. 

New information:

Primary IOL implantation during the congenital cataract surgery performed in first four months of infancy may be
associated with a higher risk of pupillary membrane formation and posterior visual axis opacification than leaving
these infants aphakic.  

Primary IOL implantation during the congenital cataract surgery performed in first eight weeks of infancy may be
associated with a higher risk of posterior visual axis opacification than the same procedure performed between
9 – 16 weeks of infancy.   
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Background

Congenital cataracts are a significant cause of preventable 
blindness and visual impairment in children, even in high-
income countries [1, 2]. Early diagnosis and prompt surgical 
interventions are critical to prevent irreversible amblyopia 
[2]. Moreover, cataract extraction in an infant is not a static 
event. It is performed in the proinflammatory environment 
of the infant’s eye, during the period of its most fundamental 
growth and development [3]. It can have a significant impact 
on ocular structures and their subsequent growth [4]. There-
fore, treatment of congenital cataracts in infants is a long-
term process. It involves an early diagnosis, adequate timing 
of surgical treatment of visually significant cataracts, moni-
toring of visual functions and refractive errors with accurate 
optical correction and treatment of amblyopia and adequate 
treatment of any postoperative complications.

Primary implantation of artificial intraocular lens (IOL) 
in infants before 6 months of age is still controversial. It 
offers a great chance for in-the-bag implantation and perma-
nent correction of the major part of aphakic refractive error 
at the time of surgery and, therefore, reduces or eliminates 
dependence on the use of contact lenses. On the other hand, 
there is a higher risk of intraoperative complications and 
poor predictions regarding the final refraction and the risk 
of inadequate myopic shift over time. Additionally, there is 
an increased risk of postoperative complications, including 
visual axis opacification.

The maintenance of a clear visual axis is critical for a 
good postoperative visual outcome after paediatric cataract 
extraction [2].

Materials and methods

The aim of this retrospective chart review study was to eval-
uate the risk of two main postoperative complications that 
can lead to visual axis obscuration and additional surgery: 
pupillary membrane (PM) formation and posterior visual 
axis opacification (PVAO) in infants with and without a pri-
mary IOL implantation during the first 4 months of infancy. 
We retrospectively evaluated 144 eyes of 101 infants who 
have consecutively undergone surgery for a congenital cata-
ract during the first 4 months of infancy (minimal age was 
4 weeks and maximal age was 16 weeks) in the Department 
of Ophthalmology for Children and Adults of Motol Univer-
sity Hospital in Prague, between the years 2005 and 2014. 
Patients with the signs of congenital uveitis were excluded 
(corneal precipitates, posterior synechiae), as well as eyes 
with corneal diameter < 9 mm and eyes with secondary IOL 
implantation. The minimal follow-up period was 24 months. 

The study was approved by an institutional review board, 
performed following the tenets of the 1964 Helsinki Dec-
laration and subsequent amendments, and the legal guard-
ians of all patients signed written informed consent prior 
to surgery. Cataract removal was performed by 3 different 
surgeons, and the unified surgical protocol was followed 
during the whole period. Surgery was performed through a 
corneo-limbal incision, followed by a manual anterior con-
tinuous circular capsulectomy. Trypan blue was used for 
better visualization in cases of the poor red reflex. The lens 
material was aspirated using a coaxial or bimanual irriga-
tion/aspiration system. A manual posterior circular capsulec-
tomy (PCCC) with forceps and anterior vitrectomy (AV) 
using vitrector, through a corneo-limbal incision, were per-
formed in all cases. The PCCC was at least 4 mm in diam-
eter, which was 1 mm narrower in diameter than the anterior 
capsulectomy. Contact ultrasound biometry was performed 
right before the surgery, SRK/T formula was used for IOL 
calculation and the calculated power was reduced by 20%. 
The decision for IOL implantation was individual. Appropri-
ate intraocular conditions for IOL placement and socioeco-
nomic factors of patient’s parents (for example their visual 
acuity) played the main role in this decision, which was done 
during the surgery. All implanted IOLs were single-piece 
hydrophobic acrylic lenses (AcrySof SA60AT, Alcon, USA) 
and were implanted within the capsular bag; no capsular 
tension rings were used. Corneal incision and paracenteses 
were sutured using nylon 10/0, and stitches were removed 3 
months after the surgery. No simultaneous bilateral surger-
ies were performed. All children were treated with the same 
perioperative and postoperative protocol. Subconjunctival 
dexamethasone 0.5 ml was administered at the end of sur-
gery. Postoperatively, all patients were treated with dexa-
methasone 0.1% eye drops every hour for 6 days, followed 
by a slow taper over the next month. Fluorometholone was 
continued twice daily for another month. Homatropine 1% 
t.i.d. was prescribed for 2 weeks. All patients were routinely 
checked under the general anaesthesia in at least 3-month 
intervals, unless earlier examination was indicated. Outpa-
tient visits were executed since adequate patient’s coopera-
tion. Detailed microscopic examination of anterior and pos-
terior segment was performed, as well as the measurements 
of the intraocular pressure (Tono-Pen® XL, Reichert, USA), 
objective refraction and the corneal diameter and curvature.

PM was defined as fibrous tissue located in front of the pupil, 
and PVAO was defined as lens cell proliferation extending into 
the pupillary space (Fig. 1). Both complications were consid-
ered relevant, either by obscuring the details of fundus examina-
tion or obscuring the retinoscopic reflex; both required surgery 
interventions. We evaluated the rate of PM and PVAO in two 
groups, i.e. with and without primary IOL implantation. Regard-
ing the age of the primary cataract surgery, we divided both 
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groups into two subgroups: surgery during weeks 0–8 and weeks 
9–16. We compared the frequency of PM and PVAO between 
these subgroups within both the pseudophakic and aphakic 
groups. Since we compared nominal variables between groups 
of different populations, we used Fisher’s exact test for statistical 
analysis. The two-sample t-test with equal variance was used 
to compare surgery age, follow-up period and time intervals of 
complications diagnosed between groups. Results are expressed 
as mean ± SD; p-values less than 0.05 were considered statisti-
cally significant.

Results

Primary IOL implantation was performed in 68 eyes of 52 
children (22 boys, 30 girls), while 76 eyes of 49 children (26 
boys, 23 girls) were left aphakic. There were 36 unilateral 
and 16 bilateral cases in the pseudophakic group, the age of 
surgery was 2.1 ± 0.85 months, and the follow-up period 
was 54.3 ± 21.05 months. In the aphakic group, 22 cases 
were unilateral, and 27 were bilateral, the age of surgery was 
2.2 ± 1.01 months, and follow-up was 49.1 ± 18.60 months 
(Table 1). Differences between the two groups relative to 
age at the time of surgery and follow-up period were not 
statistically significant (p = 0.58, p = 0.12, respectively, 2 
sample t-test). No significant difference in corneal diameter 
at the time of the surgery between the two groups was found 
as well (p = 0.14, 2 sample t-test).

PM was diagnosed in 27 eyes (39.7%) in the pseudopha-
kic group. The secondary surgery was performed 4.78 ± 3.37 
months after the primary surgery (range 2–20). In the aphakic 
group, a secondary surgery for PM was required in five eyes 
(6.6%). The interval was 4.15 ± 3.11 months after the primary 
surgery (range 1–9). Additional surgery for PVAO was per-
formed in 49 pseudophakic eyes (72%); the interval between 
the primary and secondary surgery was 5.42 ± 3.69 months 
(range 2–19). In the aphakic group, surgery for PVAO was per-
formed in 12 eyes (15.8%); the interval between the primary and 
secondary surgery was 5.42 ± 3.07 months (range 2–14). The 
number of PM and PVAO was statistically significantly higher 
in the pseudophakic than the aphakic group (p = 1.3exp-06, 
p = 4.0exp-12 respectively, Fisher’s exact test). The frequen-
cies of PM and PVAO in the two subgroups (regarding surgery 
age) for both the pseudophakic and aphakic groups are shown 
in Tables 2 and 3.

In the pseudophakic group, the number of PVAO was 
significantly higher in the group of children who underwent 
surgery at an earlier age (p = 0.0037, Fisher’s exact test). In 
the aphakic group, the difference was not statistically sig-
nificant. However, a similar trend could be observed (p = 
0.0857 Fisher’s exact test). The difference in frequency of 
PM was not statistically significant within the groups (p = 
0.146 in the pseudophakic group and p = 0.719 in the apha-
kic group, Fisher’s exact test).

Discussion

In our study, we evaluated the risk of the postoperative vis-
ual axis obscuration, comparing two possible approaches 
of the primary aphakia correction. We concentrated on the 

Fig. 1  Lens cell proliferation extending into the pupillary space 
behind the implanted artificial intraocular lens

Table 1  Characteristics of the 
cohort

N (eyes) Unilateral 
(patients)

Bilateral 
(patients)

Mean/median age of 
surgery (months)

Mean/median 
follow-up period 
(months)

Primary IOL 
implantation

68 36 16 2.1/2.0 54.3/53.5

Aphakia 76 22 27 2.2/2.0 49.1/45.0

Table 2  Occurrence of pupillary membrane (PM) formation and pos-
terior visual axis opacification (PVAO) in the two pseudophakic sub-
groups

Pseudophakic group Number of eyes PM PVAO

Whole group 68 (100%) 27 (39.7%) 49 (72%)
Surgery 0–8 weeks of age 44 (65%) 20 (45%) 37 (84%)
Surgery 9–16 weeks of age 24 (35%) 7 (29%) 12 (50%)
p 0.146 0.004
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specific group of patients in terms of the timing of primary 
surgical intervention in the age of 4–16 weeks.

The main aim of the congenital cataract surgery is to 
secure the clear visual axis. Furthermore, the proper tim-
ing of the surgery and the adequate aphakia correction are 
some of the crucial demands to provide the best possible 
conditions for the proper development of visual functions 
[2, 4–8]. Delayed surgery in case of the optically significant 
lens opacification can lead to the irreversible deprivation 
amblyopia and poor development of the central fixation with 
its consequences as nystagmus or strabismus. On the other 
hand, early cataract surgery can lead to a higher risk of post-
operative complications [9–11].

Despite improvements in microsurgical techniques for 
cataract surgery, the development of secondary membranes 
and proliferation of lens material remains a major complica-
tion that often requires additional surgical procedures and 
hinders good visual outcomes in infants [2, 11, 12]. The 
risk of residual lens epithelial cell proliferation and PVAO 
development is reduced by performing a PCCC with an AV 
[9]; however, regrowth of the lens material is still possible. 
Development of PVAO after congenital cataract extraction 
with a PCCC (5 mm in diameter) and AV has been reported 
and showed that lens epithelial cells can proliferate even 
without the posterior lens capsule and anterior hyaloid sup-
port [13]. It was suggested that a larger posterior capsulec-
tomy and a more extensive vitrectomy might prevent the 
formation of a secondary cataract [14]. Nonetheless, the 
PVAO is still the most common complication of paediat-
ric cataract surgery and a reason for an additional surgery 
indication [12].

Many of the published results of the incidence PM and 
PVAO are consistent with our findings [8, 10, 15, 16].

Kuhli-Hattenbach et al. reported in 2008 the incidence of 
PVAO in aphakic eyes with primary surgery before 18 months 
of age was 9.2% [10]. Plager et al. also described very similar 
results. The primary surgery age in the latter study was compa-
rable to our study groups and ranged from 3 weeks to 5 months 
(mean 2.5 months). The authors observed that 12.1% in the 
aphakic group required a second procedure for PVAO compared 
to 80.0% in the pseudophakic group [16].

On the other hand, Vasavada et al. reported PVAO in only 
four eyes (10.8%) in children with primary hydrophobic IOL 

implantation combined with PCCC and AV. Trivedi et al. 
reported visual axis opacification in infants with the same 
primary procedure in 23.6% of cases and Sukhija et al. in 
13% of cases [17–19]. However, the mean age of the primary 
surgery in these reports was higher than in our study group 
(Vasavada 4.8 ± 2.4 months, Trivedi 6.0 ± 3.2 months and 
Sukhija 7.13 ± 2.32 months).

Lundvall and Zetterström observed ‘after-cataracts’ in 
38.6% of infants without IOL implantation, with PCCC and 
AV; the mean age of surgery was 3.25 months [7]. The term 
‘after-cataract’ was defined by the authors to include both 
PM and PVAO. The incidence of these complications was 
higher compared to our study. This could be partly explained 
by much lower doses of postoperative local steroids in the 
Swedish study (i.e. dexamethasone t.i.d. for the 1st week, 
b.i.d. for the 2nd and 3rd weeks and q.d. during the 4th week).

Solebo et al. published results of congenital cataract 
surgery in children during the first 2 years of life [3]. In 
groups with a primary IOL implantation, visual axis opaci-
fication (lens proliferation into the axis or inflammatory/
pupillary membrane across the axis or capsular phimosis) 
was observed in 37% of bilateral cataracts and 42% of uni-
lateral cataracts. In groups with primary aphakia, the same 
complication was reported in 13% of bilateral cataracts and 
26% of unilateral cataracts. Data from that study were col-
lected for 12 months postoperatively. This shorter follow-up 
period could have led to different complication frequencies 
compared to our pseudophakic group. However, the median 
interval between the primary and secondary surgery (3.9 
months) was similar to our data but the 1-year follow-up 
period was much shorter than the follow-up in our study. 
Also, the mean age of primary surgery in groups with a 
primary IOL implantation was greater than in our study 
(13 weeks in bilateral and 35 weeks in unilateral cataracts). 
Interestingly, it was also much higher than the mean age 
of primary surgery in aphakic groups of the same study (7 
weeks in both bilateral and unilateral cataracts). This fact 
could potentially lead to a reduction in complication rate 
in the pseudophakic group. The complication rate in our 
pseudophakic subgroup with surgeries performed at higher 
ages (i.e. 9–16 weeks) was similar.

Trivedi et al. described opacification of the visual axis 
requiring a secondary surgical procedure in 37.9% of eyes 
(11 of 29 pseudophakic eyes, mean age of primary surgery 
4.8 ± 3.7 months). However, the rate was statistically signifi-
cantly higher in infants when the primary surgery age was 
under 6 months of age (50% vs. 18.2% in infants undergoing 
surgery at ages greater than 6 months) [20]. Thus, the data 
may correspond with our observation of a higher incidence 
of PVAO in children undergoing primary IOL implantation 
at younger ages.

In the Infant Aphakia Treatment Study (IATS), more com-
plications were observed in pseudophakic eyes compared to 

Table 3  Occurrence of pupillary membrane (PM) formation and pos-
terior visual axis opacification (PVAO) in the two aphakic subgroups

Aphakic group Number of eyes PM PVAO

Whole group 76 (100%) 5 (6.6%) 12 (15.8%)
Surgery 0–8 weeks of age 47 (62%) 3 (6%) 10 (21%)
Surgery 9–16 weeks of age 29 (38%) 2 (7%) 2 (7%)
p 0.719 0.086
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aphakic eyes during the first 5 years after surgery, and most 
complications occurred during the first year. PVAO (40%) 
and PM formation (28%) were the most common complica-
tions in the pseudophakic group, while the rates were low 
in the aphakic group (both 4%). We observed a higher inci-
dence of PVAO in the pseudophakic and aphakic groups 
(72% and 16%, respectively) in our study. The incidence 
of PM was higher in the pseudophakic group (40%) in our 
study, while the incidence of PM in the aphakic group was 
similar (7%) [11].

In the Toddler Aphakia and Pseudophakia Study (TAPS), 
178 eyes (96 children) were evaluated. TAPS is a registry 
of children treated by surgeons at the 10 centres who par-
ticipated in the IATS. As in our study, the median surgery 
age was 2.5 months (range 1–7 months), and visual axis 
opacification including pupillary membranes was more com-
mon in pseudophakic (32%) than aphakic (8%) eyes, and 
adverse events, in general, were associated with younger age 
and smaller corneas. Visual outcomes were not affected by 
aphakia management [21].

At a time when the safety of cataract surgery with IOL 
implantation in adults was regarded as safe (15 years 
ago), one of several controversies was whether primary 
IOL implantation in infants with congenital cataracts was 
acceptable. Despite multiple problems with the fitting of 
aphakic contact lenses, many surgeons were enthusiastic 
about primary IOL implantation and believed that it could 
improve visual outcomes [8, 15]. It was generally accepted 
that congenital cataract surgery should be performed in the 
first 4–6 weeks of life in cases of unilateral cataracts, and 
during the first 6–8 weeks of life in cases of bilateral cata-
racts, to prevent the development of stimulus deprivation 
amblyopia, strabismus and nystagmus [2, 5, 6]. However, 
most publications report outcomes of cataract surgery at 
much higher ages, usually in children between 6 and 12 
months. Our study concentrated on younger infants and 
found that even very small differences in the age of surgery 
(range 0–8 weeks vs. 9–16 weeks) increased the risks of 
complications in the pseudophakic group and increased the 
risks of PVAO in the aphakic group. This may also explain 
why we observed more complications in infants with IOL 
implantations compared to some other reports.

There was higher proportion of monocular cataracts in 
the group with primary IOL implantation in our cohort. This 
fact could theoretically be related to a higher number of eyes 
with persistent foetal vasculature (PFV). As this condition 
could predispose to PVAO, we subsequently inspected both 
groups for PFV. There were 9 eyes (13%) with PFV in pseu-
dophakic group and 16 eyes (21%) with PFV in aphakic 
group. Therefore, higher number of PVAO in pseudophakic 
group in our cohort should not be related to the presence of 
PFV. We did not evaluate the visual outcomes in our study. 
However, according to published data, visual outcomes of 

infants with primary IOL implantation remain at least com-
parable with the aphakic groups in the majority of reports 
[8, 15, 22].

Conclusions

In our study, we concentrated on infants operated during 
the age period recommended for intervention in case of sig-
nificant congenital cataract. The rate of both PM and PVAO 
formation was higher in infants with primary IOL implan-
tation (39.7% vs 6.6% and 72% vs 15.8%, respectively) in 
our study. Performing the surgery during the first 8 weeks 
of infancy was associated with a higher risk of PVAO in 
the pseudophakic group and similar trend was observed in 
the aphakic group, compared to infants operated between 
9 and 16 weeks of life. These results suggest that although 
it remains feasible to implant an IOL during the primary 
surgery, even in very young infants, there should always be 
solid arguments for this decision since it puts the child at 
higher risk of repeated surgeries under general anaesthesia.

Acknowledgements Language editing: Department of Languages, 
Third Faculty of Medicine, Charles University, Prague, Czech 
Republic.

Author contribution All authors contributed to the study conception 
and design. Material preparation, data collection and analysis were 
performed by Martin Hložánek, LenkaCilečková, Nina Zelenayová 
and Martin Komínek. The first draft of the manuscript was written 
by Martin Hložánek. Gabriela Mahelková, Jorge Alio, Rudolf Autrata 
and Jiří Cendelín made substantial contributions to the analysis and 
interpretation of data. All authors commented on previous versions of 
the manuscript. All authors read and approved the final manuscript.

Funding Open access publishing supported by the National Technical 
Library in Prague. This work is supported by Ministry of Health, Czech 
Republic–conceptual development of research organization, Motol Uni-
versity Hospital, Prague, Czech Republic 00064203. Financial support 
was used for statistical analysis and language revision.

Data availability The datasets used and analysed during the current 
study are available from the corresponding author on reasonable 
request.

Declarations 

Ethical approval This retrospective chart review study involving human 
participants was in accordance with the ethical standards of the insti-
tutional and national research committee and with the 1964 Helsinki 
Declaration and its later amendments or comparable ethical standards 
(Institutional Review Board and Ethics Committee of the University 
Hospital Motol and  2nd Faculty of Medicine, Charles University in 
Prague, reference No.: EK-648/21).

Informed consent Informed consent was obtained from legal guardians 
of all individual participants included in the study.

Competing interests The authors declare no competing interests.



3648 Graefe's Archive for Clinical and Experimental Ophthalmology (2023) 261:3643–3649

1 3

Open Access  This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article's Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article's Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

References

 1. Kong L, Fry M, Al-Samarraie M, Gilbert C, Steinkuller PG (2012) 
An update on progress and the changing epidemiology of causes 
of childhood blindness worldwide. JAAPOS 16:501–507. https:// 
doi. org/ 10. 1016/j. jaapos. 2012. 09. 004

 2. Medsinge A, Nischal KK (2015) Pediatric cataract: challenges 
and future directions. Clin Ophthalmol 9:77–90. https:// doi. org/ 
10. 2147/ OPTH. S59009

 3. Solebo AL, Russell-Eggitt I, Cumberland PM, Rahi JS, Brit-
ish Isles Congenital Cataract Interest G (2015) Risks and out-
comes associated with primary intraocular lens implantation in 
children under 2 years of age: the IoLunder2 cohort study. Br J 
Ophthalmol 99:1471–1476. https:// doi. org/ 10. 1136/ bjoph thalm 
ol- 2014- 306394

 4. Lim ME, Buckley EG, Prakalapakorn SG (2017) Update on con-
genital cataract surgery management. Curr Opin Ophthalmol 
28:87–92. https:// doi. org/ 10. 1097/ ICU. 00000 00000 000324

 5. Birch EE, Stager DR (1996) The critical period for surgical treat-
ment of dense congenital unilateral cataract. Invest Ophthalmol 
Vis Sci 37:1532–1538

 6. Birch EE, Cheng C, Stager DR Jr, Weakley DR Jr, Stager DR Sr 
(2009) The critical period for surgical treatment of dense con-
genital bilateral cataracts. JAAPOS 13:67–71. https:// doi. org/ 10. 
1016/j. jaapos. 2008. 07. 010

 7. Lundvall A, Zetterstrom C (1999) Complications after early sur-
gery for congenital cataracts. Acta Ophthalmol Scand 77:677–
680. https:// doi. org/ 10. 1034/j. 1600- 0420. 1999. 770614.x

 8. Autrata R, Rehurek J, Vodickova K (2005) Visual results after 
primary intraocular lens implantation or contact lens correction 
for aphakia in the first year of age. Ophthalmologica 219:72–79. 
https:// doi. org/ 10. 1159/ 00008 3264

 9. Hosal BM, Biglan AW (2002) Risk factors for secondary mem-
brane formation after removal of pediatric cataract. J Cataract 
Refract Surg 28:302–309. https:// doi. org/ 10. 1016/ s0886- 3350(01) 
01028-8

 10. Kuhli-Hattenbach C, Luchtenberg M, Kohnen T, Hattenbach LO 
(2008) Risk factors for complications after congenital cataract sur-
gery without intraocular lens implantation in the first 18 months 
of life. Am J Ophthalmol 146:1–7. https:// doi. org/ 10. 1016/j. ajo. 
2008. 02. 014

 11. Plager DA, Lynn MJ, Buckley EG, Wilson ME, Lambert SR, 
Infant Aphakia Treatment Study G (2014) Complications in the 
first 5 years following cataract surgery in infants with and without 

intraocular lens implantation in the Infant Aphakia Treatment 
Study. Am J Ophthalmol 158:892–898. https:// doi. org/ 10. 1016/j. 
ajo. 2014. 07. 031

 12. Whitman MC, Vanderveen DK (2014) Complications of pediatric 
cataract surgery. Semin Ophthalmol 29:414–420. https:// doi. org/ 
10. 3109/ 08820 538. 2014. 959192

 13. Morgan KS, Karcioglu ZA (1987) Secondary cataracts in infants 
after lensectomies. J Pediatr Ophthalmol Strabismus 24:45–48

 14. Spierer A, Desatnik H, Blumenthal M (1992) Secondary cataract 
in infants after extracapsular cataract extraction and anterior vit-
rectomy. Ophthalmic Surg 23:625–627

 15. Lambert SR, Lynn M, Drews-Botsch C, Loupe D, Plager DA, 
Medow NB, Wilson ME, Buckley EG, Drack AV, Fawcett SL 
(2001) A comparison of grating visual acuity, strabismus, and 
reoperation outcomes among children with aphakia and pseu-
dophakia after unilateral cataract surgery during the first six 
months of life. JAAPOS 5:70–75. https:// doi. org/ 10. 1067/ mpa. 
2001. 111015

 16. Plager DA, Yang S, Neely D, Sprunger D, Sondhi N (2002) 
Complications in the first year following cataract surgery with 
and without IOL in infants and older children. JAAPOS 6:9–14. 
https:// doi. org/ 10. 1067/ mpa. 2002. 121169

 17. Vasavada AR, Trivedi RH, Nath VC (2004) Visual axis opaci-
fication after AcrySof intraocular lens implantation in children. 
J Cataract Refract Surg 30:1073–1081. https:// doi. org/ 10. 1016/j. 
jcrs. 2003. 08. 020

 18. Trivedi RH, Wilson ME, Vasavada AR, Shah SK, Vasavada V, 
Vasavada VA (2011) Visual axis opacification after cataract sur-
gery and hydrophobic acrylic intraocular lens implantation in the 
first year of life. J Cataract Refract Surg 37:83–87. https:// doi. org/ 
10. 1016/j. jcrs. 2010. 07. 036

 19. Sukhija J, Kaur S, Ram J (2016) Outcome of primary intraocular 
lens implantation in infants: complications and rates of additional 
surgery. J Cataract Refract Surg 42:1060–1065. https:// doi. org/ 10. 
1016/j. jcrs. 2016. 04. 028

 20. Trivedi RH, Wilson ME Jr, Bartholomew LR, Lal G, Peterseim 
MM (2004) Opacification of the visual axis after cataract surgery 
and single acrylic intraocular lens implantation in the first year of 
life. JAAPOS 8:156–164. https:// doi. org/ 10. 1016/j. jaapos. 2003. 
10. 008

 21. Bothun ED, Wilson ME, Vanderveen DK, Plager DA, Freedman 
SF, Trivedi RH, Traboulsi EI, Anderson JS, Loh AR, Yen KG, 
Weil NC, Morrison D, Lambert SR (2020) Outcomes of bilat-
eral cataracts removed in infants 1 to 7 months of age using the 
Toddler Aphakia and Pseudophakia Treatment Study Registry. 
Ophthalmology 127:501–510. https:// doi. org/ 10. 1016/j. ophtha. 
2019. 10. 039

 22. Lambert SR, Cotsonis G, DuBois L, Nizam Ms A, Kruger SJ, 
Hartmann EE, Weakley DR Jr, Drews-Botsch C, Infant Aphakia 
Treatment Study G (2020) Long-term effect of intraocular lens 
vs contact lens correction on visual acuity after cataract surgery 
during infancy: a randomized clinical trial. JAMA Ophthalmol 
138:365–372. https:// doi. org/ 10. 1001/ jamao phtha lmol. 2020. 0006

Publisher’s note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.jaapos.2012.09.004
https://doi.org/10.1016/j.jaapos.2012.09.004
https://doi.org/10.2147/OPTH.S59009
https://doi.org/10.2147/OPTH.S59009
https://doi.org/10.1136/bjophthalmol-2014-306394
https://doi.org/10.1136/bjophthalmol-2014-306394
https://doi.org/10.1097/ICU.0000000000000324
https://doi.org/10.1016/j.jaapos.2008.07.010
https://doi.org/10.1016/j.jaapos.2008.07.010
https://doi.org/10.1034/j.1600-0420.1999.770614.x
https://doi.org/10.1159/000083264
https://doi.org/10.1016/s0886-3350(01)01028-8
https://doi.org/10.1016/s0886-3350(01)01028-8
https://doi.org/10.1016/j.ajo.2008.02.014
https://doi.org/10.1016/j.ajo.2008.02.014
https://doi.org/10.1016/j.ajo.2014.07.031
https://doi.org/10.1016/j.ajo.2014.07.031
https://doi.org/10.3109/08820538.2014.959192
https://doi.org/10.3109/08820538.2014.959192
https://doi.org/10.1067/mpa.2001.111015
https://doi.org/10.1067/mpa.2001.111015
https://doi.org/10.1067/mpa.2002.121169
https://doi.org/10.1016/j.jcrs.2003.08.020
https://doi.org/10.1016/j.jcrs.2003.08.020
https://doi.org/10.1016/j.jcrs.2010.07.036
https://doi.org/10.1016/j.jcrs.2010.07.036
https://doi.org/10.1016/j.jcrs.2016.04.028
https://doi.org/10.1016/j.jcrs.2016.04.028
https://doi.org/10.1016/j.jaapos.2003.10.008
https://doi.org/10.1016/j.jaapos.2003.10.008
https://doi.org/10.1016/j.ophtha.2019.10.039
https://doi.org/10.1016/j.ophtha.2019.10.039
https://doi.org/10.1001/jamaophthalmol.2020.0006


3649Graefe's Archive for Clinical and Experimental Ophthalmology (2023) 261:3643–3649 

1 3

Authors and Affiliations

Martin Hložánek1  · Lenka Cilečková1  · Jorge L. Alió2,3  · Rudolf Autrata4  · Nina Zelenayová1  · 
Martin Komínek4  · Jiří Cendelín1  · Gabriela Mahelková1 

 * Martin Hložánek 
 martin.hlozanek@fnmotol.cz

1 Department of Ophthalmology for Children and Adults, 
Second Faculty of Medicine, Charles University and Motol 
University Hospital, V Úvalu 84, 15006 Prague 5, 
Czech Republic

2 Department of Pathology and Surgery (Ophthalmology), 
Faculty of Medicine, University Miguel Hernandez, Avenida 
de la Universidad, s/n, 03202 Elche, Alicante, Spain

3 Vissum Miranza Instituto Oftalmologico de Alicante, 
C/Cabañal, 1, 03016 Alicante, Spain

4 Department of Paediatric Ophthalmology, Faculty 
of Medicine, Masaryk University and University Hospital 
Brno, Černopolní 9, 62500 Brno, Czech Republic

http://orcid.org/0000-0002-7962-7783
https://orcid.org/0000-0001-7157-5547
https://orcid.org/0000-0002-8082-1751
https://orcid.org/0000-0002-2689-882X
https://orcid.org/0000-0002-4445-6072
https://orcid.org/0000-0001-8322-5165
https://orcid.org/0000-0002-5393-6641
https://orcid.org/0000-0002-2244-3617

	Risk of visual axis opacification in infants with and without primary IOL implantation after congenital cataract surgery performed during the first 4 months of age
	Abstract
	Purpose 
	Methods 
	Results 
	Conclusion 

	Background
	Materials and methods
	Results
	Discussion
	Conclusions
	Acknowledgements 
	References


