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Introduction

Childhood blindness remains the second leading cause of 
blind person years worldwide, next to age-related cataract. 
The control of blindness in children is a priority within the 
World Health Organization’s VISION 2020 – ‘The Right 
to Sight’ programme.1 This is because individuals who are 
born blind or who become blind during childhood have a 
lifetime of blindness ahead of them, with significant eco-
nomic costs to the family and society.

Childhood cataract is becoming a major cause of child-
hood blindness in developing countries.1,2 Globally, 
approximately 190,000 children are estimated to be blind 
from childhood cataracts,2 and in sub-Saharan Africa, it 
was estimated in 2011 that about 82,000 children were 
blind from non-traumatic cataracts.3 Studies from Nigeria 

and Uganda report that cataract is the main cause of child-
hood blindness ahead of corneal blindness.4,5 This may be 
largely due to improvement in immunization coverage for 
measles and vitamin A supplements. In low- and middle-
income countries, it is estimated that the prevalence of 
childhood cataract blindness ranges from 0.42/10,000 to 
22.7/10,000.6 This is higher than figures from developed 
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countries and portrays the magnitude of the problem in 
developing countries as well as the need for effective strat-
egies to address the burden.

There is a peculiar urgency with regards to the timing 
of treatment of childhood cataract. This is because when 
treatment is delayed, childhood cataract causes failure of 
normal visual maturation which results in a severe form 
of amblyopia. Hence, there is a pressing need for early 
detection and prompt treatment of cataracts occurring in 
childhood.7 Surgery is the definitive treatment modality 
for cataracts. However, the proportion of children with 
cataracts in developing countries, who have had surgery 
is low.8

One of the vision 2020 targets for the control of child-
hood blindness is the provision of appropriate surgery to 
all children, with immediate and effective optical correc-
tion in suitably equipped specialist centres. The strategies 
to achieving these targets have to be region specific; hence, 
this study aims to determine the uptake of surgery for 
childhood cataracts in our setting, as well as to establish 
the factors influencing uptake with a view to designing 
strategies to improve uptake of childhood cataract surgical 
services.

Methods

This was a retrospective review of case records of chil-
dren presenting with childhood cataract to the Paediatric 
Ophthalmology unit of University College Hospital, 
Ibadan from 2011 to 2015. Demographic data and clinical 
information including age at onset, age at presentation, 
associated systemic diseases, time interval between pres-
entation and surgery and number of times that surgery was 
rescheduled were retrieved from the clinical records of the 
patients.

Outcomes of interest were the proportion of children 
with cataracts who had surgery and reasons for deferring 
or rescheduling of surgery. Caregivers of patients who 
had been scheduled for surgery during the period but 
defaulted were contacted by telephone to enquire about 
reasons why surgery had not been performed on their 
children or wards.

Retrieved data were anonymized and kept confidential. 
In addition, the study followed the tenets of the Declaration 
of Helsinki. Data were analysed with Statistical Package 
for Social Sciences Version 20 (IBM Corporation, New 
York, USA) using appropriate summary statistical meas-
ures for qualitative and quantitative variables.

Results

A total of 164 children with childhood cataract were 
included in this study. Of these, 90 (54.9%) were male and 
74 (45.1%) were female with a male to female ratio of 
1.3:1. The median age at presentation was 4 years with a 
range of 2–180 months.

The cataracts were unilateral in 64 (39.0%) of the chil-
dren while they were bilateral in 100 (61.0%). The types of 
cataracts identified in these children varied; congenital 
cataracts were seen in 74 (45.1%) children, developmental 
cataracts in 51 (31.1%), traumatic cataracts in 35 (21.3%) 
and other types in four (2.4%) children.

All the patients were scheduled to undergo surgery 
within 4–6 weeks of presentation. A total of 123 (75%) 
children had surgery, while the remaining 41 (25%) who 
did not have surgery, defaulted and were lost to follow-up. 
The median time interval between presentation and sur-
gery was 2 months with a range of 1–13 months. Among 
the children who had surgery, 82.6% of males had surgery 
compared to 66.7% of the females. This difference was 
statistically significant (χ2 = 5.509, p = 0.019).

A total of 73 (59.3%) of the children who underwent 
surgery had bilateral cataracts, the remaining 50 (40.7%) 
children had unilateral cataract. These proportions were 
not significantly different from the proportions of bilateral 
and unilateral cataracts within the total population of 164 
children (z = 0.387; p = 0.70). Furthermore, of the 100 chil-
dren with bilateral cataract, 73 (73%) had surgery, while of 
the 64 children with unilateral cataracts, 50 (78.13%) had 
surgery. This difference was also not statistically signifi-
cant (p = 0.58).

In 42 (34.1%) out of the 123 children who underwent 
surgery, the booking for surgery was rescheduled at least 
once prior to surgery. A total of 33 of these children 
(78.57%) were rescheduled once, while 9 (21.43%) were 
rescheduled twice. The reasons for rescheduling of surgery 
are presented in Table 1. A total of 16 (32%) of the children 
with unilateral cataract who had surgery, were rescheduled 
at least once before the surgery, compared to 26 (35.6%) 
children with bilateral cataract who had surgery after being 
rescheduled. This difference was not statistically signifi-
cant (p = 0.678).

Among the 41 children who did not undergo surgery, 
only 29 (70.73%) had phone numbers in their records that 
were in use and only 18 (43.9%) of the caregivers 
responded to phone calls and were interviewed. Of those 
interviewed, the reasons stated for default included inabil-
ity to afford the cost of surgery in 7 (39 %) children, fear 
of surgery in 2 (11%) and illness in the caregiver in 1 
(5.5%) child. Other reasons given were ignorance of car-
egiver about surgery booking in 1 (5.5%) child, and demise 
of 2 (11%) children before scheduled date of surgery.

Table 1.  Reasons for rescheduling of surgery among 42 
children.

Reason Frequency Percent (%)

Strike actions by health workers 13 31.0
Financial constraints 11 26.1
Delayed evaluation by paediatrician 5 11.9
No specific reason stated 13 31.0
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Discussion

The fact that three of every four of the patients presenting 
to our facility with childhood cataract undergoes surgical 
intervention is fairly positive. This is similar to the find-
ings of a study at National Eye Centre, Kaduna, Nigeria,9 
where majority (84.3%) of their patients had surgery 
within 6 months of presentation. Correspondingly, the pro-
portion of those who failed to undergo surgery in our study 
is similar to another study done in Calabar, where it was 
reported that 36% of children with cataract defaulted from 
care following booking for surgery.10

The need for timely surgical intervention in the man-
agement of childhood cataract cannot be overemphasized. 
There is a strong consensus among experienced paediatric 
ophthalmologists that surgery should be performed within 
4–6 weeks of age for visually significant unilateral con-
genital cataracts when diagnosed within the first month of 
life.11 For visually significant bilateral congenital cata-
racts, the consensus is that surgery should be performed 
before the age of 2 months.11

Therefore, irreversible loss of vision from dense ambly-
opia is a very likely outcome for those of our patients who 
did not access cataract surgery for various reasons, and this 
contributes significantly to the burden of childhood blind-
ness in our environment. Consequently, it is important for 
paediatric eye care centres in developing countries to 
develop strategies towards ensuring that such children, 
when scheduled for surgery, are closely monitored until 
surgery is performed. Home visits and telephone remind-
ers may be useful in this regard. Such monitoring could 
also be useful post-operatively to ensure adequate 
follow-up.

The proportion of males with cataract in our study was 
slightly more than females, which is comparable with 
reports from studies in Kaduna Nigeria9 and Madagascar.12 
Although, no gender predilection has been reported for 
cataracts, differences in utilization of cataract surgical ser-
vices by men compared with women may also be valid for 
childhood cataract. The female gender has been identified 
as a risk factor for cataract blindness due to the fact that 
they are less likely to access care than males.13 Anecdotal 
evidence from our environment suggests that more impor-
tance is placed on the male child than female child. We 
also observed that males were more likely to undergo sur-
gery than females in this series.

There was no difference in the uptake of surgery and 
rescheduling of surgery among the children with bilateral 
cataracts compared to those who had unilateral cataract. 
Therefore, it appears that laterality of cataract may not 
play a significant role in influencing the uptake of surgery. 
Bilateral cataracts are more likely to be visually incapaci-
tating to the affected child, which implies that better uptake 
and less delay would be associated with bilateral cataracts. 
Our finding may be an indication that decision-making by 

parents/ caregivers is not readily influenced by the severity 
of visual impairment of children with cataract. Further 
studies are necessary to shed more light on this issue.

Rescheduling of surgery was quite common among the 
patients and was often due to strike action within the hos-
pital, financial constraints or delayed paediatric evalua-
tion. These reasons, which are mainly related to economic 
factors and system inefficiency, can impact negatively on 
the outcome of surgery as timeliness of surgery is a very 
important aspect of paediatric cataract care.7 Improvement 
in health insurance coverage for children in our environ-
ment will likely go a long way in improving access to sur-
gery for childhood cataract. In addition, long-term 
resolution of reasons for industrial disharmony in the 
health system will ensure children get surgeries done in a 
timely manner.

Financial constraints and fear of surgery were the main 
reasons cited by the caregivers of the children for not 
accessing surgery in our series. Insufficient funds, long 
distance from an eye clinic and ignorance of caregivers on 
the role of surgery in childhood cataract were also other 
barriers to cataract surgery uptake identified in previous 
studies.14–17 Some of the reasons reported by these other 
studies were not explored in our study due to the retrospec-
tive nature and our inability to get in touch with a signifi-
cant proportion of those who did not have surgery.

Furthermore, we acknowledge that the reasons given by 
those that we interviewed, who were less than half of the 
target population, may not be a true reflection of all the 
barriers to uptake of childhood cataract surgery in our 
environment. This is a major limitation of the study and we 
recommend that record keeping should be improved upon 
in our facility by ascertaining that the phone numbers 
recorded for patients are accurate. This will facilitate trac-
ing of patients. In addition, a prospective study design is 
preferable for investigating the reasons for rescheduling of 
surgery for childhood cataract as well as barriers to surgi-
cal uptake after presentation in hospital.

Conclusion

Cataract surgery uptake was good in our study population, 
as three quarters of the patients with childhood cataract 
underwent surgery; however, rescheduling of surgery date 
was quite common and was often due to inability to afford 
cost of treatment and strike actions in the hospital.

Better funding for healthcare, wider health insurance 
coverage and industrial harmony may help address some 
of the reasons for delayed uptake of paediatric cataract sur-
gery in our environment.
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