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ABSTRACT 

BACKGROUND 
Ocular trauma is a major cause of visual impairment throughout the world, although little is known about its visual outcome in 

developing countries. 
 

AIMS AND OBJECTIVES 
To assess the visual outcomes and post-operative complications following the management of traumatic cataracts. 

 

MATERIAL AND METHODS 
This prospective hospital-based study was conducted on 40 patients of traumatic cataract. Patients were managed with lens 

extraction and intraocular lens implantation. Regular follow-up of patients was done and best corrected visual acuity and post-
operative complications were assessed at the end of six months. 
 

RESULTS 

Our study showed that majority (50%) of patients were in the age group of <20 years with male preponderance; 37 cases (92.5%) 

were succesfully rehabilitated with IOL implantation as primary or secondary procedure. Out of 40 cases, BCVA of 6/18 - 6/6 was 

recorded in 28 cases (70%), 6/36 - 6/24 in 8 cases (20%) and had BCVA of equal to or less than 6/60 in 10 cases. Most common 

complications reported were anterior chamber reaction and Posterior Capsular Opacification (PCO). 
 

CONCLUSIONS 

92.5% patients were safely rehabilitated with cataract extraction and IOL implantation and 70% had BCVA of 6/18 - 6/6. Posterior 

capsular opacification and uveitis were the common post-operative complications. 
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INTRODUCTION 

Ocular trauma is a major cause of monocular blindness and 

visual impairment throughout the world, although little is 

known about its epidemiology or associated visual outcome in 

developing countries.[1] Traumatic cataract is very common 

sequel of ocular trauma.[2] It may occur when natural lens is 

damaged either by a blunt or penetrating injury. The methods 

used to evaluate the visual outcome in eyes managed for 

traumatic cataracts and senile cataracts are similar.[3] but the 

damage to other ocular tissues due to trauma may 

compromise the visual gain in eyes operated on for traumatic 

cataracts. Post-operative inflammation is a common 

complication following traumatic cataracts, hampering visual 

outcome.[4,5,6,7,8] Other complications leading to decreased 

post-operative vision are corneal scar, uveitis, secondary 

glaucoma, pupillary capture, posterior capsular opacification 

and retinal scar.[4] The aim of this study was to assess the 

visual outcomes and post-operative complications following 

the management of traumatic cataracts. 
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AIMS AND OBJECTIVES 

The aim of this study was to assess the visual outcomes and 

post-operative complications following the management of 

traumatic cataracts. 

 

MATERIAL AND METHODS 

This prospective study was carried out in the upgraded 

Department of Ophthalmology Government Medical College, 

Jammu, from 1st July 2011 to 31st October 2012. A 

comprehensive proforma was designed for this study. The 

study was conducted on patients of traumatic cataract as a 

result of ocular injury from blunt or penetrating trauma 

admitted in the department. Patients who gave consent and 

were cooperative and willing for the surgery were included. 

Personal information of all the patients was recorded. After 

admission to the hospital, detailed history was taken with 

particular reference to age, sex and mode of injury, causes and 

activity at the time of injury. Preoperative assessment 

included: Best Corrected Visual Acuity (BCVA) by Snellen test-

type, extraocular movements, fixation preferences, pupillary 

reflexes, slit lamp biomicroscopy of the anterior segment, 

applanation tonometry, dilated refraction, fundus examination 

with indirect ophthalmoscope, keratometry (Opposite normal 

eye was used in case of corneal surface irregularities), 

intraocular lens power calculation and B-scan was done. Other 

relevant examinations and routine investigations were also 

done as well before surgery. Corneal laceration more than 10 

mm, injuries like iridodialysis, zonular dehiscence, vitreous 
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haemorrhage, retinal detachment, cases with age less than two 

years were excluded from the study.  

All cases were subjected to surgery under local or 

general anaesthesia. The standard surgical procedure 

performed was SICS with posterior chamber IOL implantation, 

primary lens aspiration at the time of wound repair with 

primary or secondary IOL implantation. These surgical 

procedure was combined with other surgical procedures 

depending upon the need in individual cases. Post-operatively, 

all patients were treated with topical steroids along with 

topical antibiotics and non-steroidal anti-inflammatory drugs. 

Steroids were gradually tapered over next six weeks to two 

months. Patients were discharged with topical antibiotics, 

steroids and topical cycloplegics. Patients were called for 

regular follow-up after three days, then once a week for next 

six weeks, monthly for next three months and thereafter every 

three months. On follow-up visual acuity, IOP recording, 

detailed slit lamp biomicroscopy to rule out any uveitis, 

intraocular lens decentration, synechiae, pupillary capture 

and posterior capsular opacification were done. Posterior 

segment evaluation was done with indirect ophthalmoscopy. 

This study was in accordance with the ethical standards 

of Declaration of Helsinki and was approved by the Ethical 

Committee of the Institution. A written informed consent was 

taken from all the participants. Forty cases that were admitted 

in our institution were studied over a period of one and a half 

year from July 2011 to October 2012. 

 

RESULTS 

In this study, 50% cases were found in the age group of 5-20 

years followed by 32.5% in age group 21–40 years. The 

male:female ratio is 3:1. 

Majority of patients (62.5%) had traumatic cataract due 

to penetrating trauma and 37.5% due to blunt trauma. 

Causative agents of trauma include wooden particles like stick, 

thorn and bow arrow in 24 cases (60%), metallic agents like 

iron rod, wire, compass in 4 cases (10%), stone in 2 cases (5%) 

and with glass piece in 4 (10%) cases. 

The morphology of traumatic cataract was total in 27 

cases (67.5%), soft cataract with ruptured anterior capsule in 

6 cases (24%) and membranous and rosette cataract in 2 cases 

(8%) each. Table 1 shows Best Corrected Visual Acuity (BCVA) 

at the time of presentation. 

The interval between trauma and surgery was less than 

three months in 24 cases (60%), 4-6 months in 7 cases 

(17.5%), 7-12 months in 3 cases (7.5%), 13-18 months in 2 

cases (5%) and more than 18 months in 4 cases (10%). 

Out of 40 cases, 37 cases (92.5%) were succesfully 

rehabilitated with IOL implantation as primary or secondary 

procedure; 30 cases underwent cataract extraction (SICS) with 

PCIOL; 9 cases presented with anterior capsular defect with 

presence of lens matter in anterior chamber. Among these, 4 

cases underwent primary lens aspiration with primary IOL 

implantation and 3 cases had undergone only lens aspiration 

at the primary sitting with subsequent secondary IOL 

implantation at a later date. Three cases (7.5%) remained 

aphakic. Figure 1 summarises type of IOL implantation in the 

study patients. 

A number of intraoperative and postoperative (early and 

late) complications were noted. Vitreous loss was seen in 3 

(7.5%) cases and hyphema in 2 (5%) cases. Postoperative 

complications noted are shown in Table 2. 

In patients with significant posterior capsule 

opacification, Nd-YAG laser capsulotomy was done in 7 

(17.5%) and membranectomy in 1 (2.5%). 

Final BCVA was assessed at the end of 6 months. Out of 

40 cases, BCVA of 6/18 - 6/6 was recorded in 28 cases (70%). 

BCVA of 6/36 - 6/24 was seen in 8 cases (20%); 10 cases had 

BCVA equal to or less than 6/60 as shown in Table 3. 

 

Initial VA 
Number  

of Cases 
Percentage 

>6/60 1 2.5 

1/60 – 6/60 10 25 

CF – ½ mt 2 5 

HM 4 10 

PL/PR 23 57.5 

Total 40 100 

Table 1: Best Corrected Visual Acuity (BCVA) 

 at the Time of Presentation 

 

Post-operative  

Complications 

Number of  

Patients 
Percentage 

Increased IOP 3 7.5 

Uveitis 11 27.5 

Pupillary capture 2 5 

PCO 12 30 

Macular oedema 3 7.5 

Corneal oedema 4 10 

Hyphema 2 5 

Table 2: Post-operative Complications 

 

BCVA at 6 Months 

Best Corrected Visual Acuity (BCVA) 
Total  

n (%) 
6/6 to 6/18 

 n (%) 

6/24 to 6/60 

 n (%) 

< 6/60  

n (%) 

28 (70%) 11 (27%) 1 (2.5%) 40 (100%) 

Table 3: Final Best Corrected Visual Acuity at Six 

Months 

 

 
 

Fig. 1: Pie Diagram Showing Type of IOL Implantation 
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DISCUSSION 

The present study brought within its preview 40 patients of 

traumatic cataract admitted in Department of Ophthalmology, 

Govt. Medical College, Jammu, from July 2011 to October 2012. 

Injury to the eye represents a major threat to vision and this 

may happen to any individual at any age in any work place. 

Ocular trauma often leads to traumatic cataract along with 

damage to other ocular structures. Traumatic cataract was 

managed with lens extraction and intraocular lens 

implantation. Regular follow-up of patients was done and 

visual outcome was assessed at the end of six months. In the 

present study demographic, aetiological factors, type of 

trauma, pre-operative visual acuity, type of surgery, post-

operative best corrected visual acuity and complications were 

assessed and analysed. 

Our study showed that majority (50%) of patients were 

in the age group of <20 years followed by 32.5% in the age 

group of 21-40 years, almost similar to the results of some 

other studies.[9,10] while Panda A et al have reported maximum 

patients (31.25%) in the age group of 25-34 years.[11] In the 

present study, we found male preponderance of 3:1, as shown 

by most of the other studies.[4,9,11-13] In our study blunt trauma 

accounts for traumatic cataract in 37.5% and penetrating 

trauma in 62.5% of cases. Our results were consistent with the 

results obtained by Memon MN et al that penetrating trauma 

accounts for traumatic cataract in 68.3%.[13] Synder A et al 

observed penetrating trauma in 78.6% of cases.[12] and 

Staffieri SE et al observed 88% cases of traumatic cataract due 

to penetrating trauma.[14] while Gogate P et al observed 

traumatic cataract in 48.8% of cases due to blunt trauma and 

39% of cases due to sharp trauma.[15]  

In our study wooden material like stick, thorn was the 

major cause of traumatic cataract which matches closely with 

study of Memon MN et al[13] and Shah MA.[16] In our study, 

67.5% had total cataract which matches with study of Panda A 

et al, which had 74% total cataract.[11] In our study soft 

cataract was noticed in 22.5%, which is consistent with the 

study of Zaman M et al, which had soft cataract with ruptured 

anterior capsule in 25.97% of cases.[9] Shah M et al in their 

study showed 59.9% patients had white soft cataract with 

ruptured anterior capsule followed by 26.6% had total 

cataract.[16] In our study more than half of patients had pre-

treatment best corrected visual acuity of light perception only, 

which is consistent with study of Ahmed N et al[10] where half 

of patients had visual acuity of hand movement and with study 

of Kumar S et al[17] where maximum patient had visual acuity 

of light perception only.  

In the present study, time interval between trauma and 

cataract surgery ranges from same day to 10 years. Maximum 

patients (60%) presented to the hospital and underwent 

cataract surgery within 3 months, 17.5% patients within 4-6 

months, 10% patients were operated upon after 18 months, 

7.5% patients within 7-12 months followed by 5% within 13-

18 months. One (2.5%) patient was operated for traumatic 

cataract 10 years after trauma, while Eckstein M et al in their 

study showed time interval between injury and cataract 

surgery ranged from 1-60 weeks with mean interval was 10.4 

weeks.[18] In our study 92.5% patients were safely 

rehabilitated with IOL implantation which is consistent with 

the study of Panda A et al, as they put IOL in 89.2% of 

patients.[11] and Gogate P et al in 90.2% of patients.[15] Most 

common complications reported in our study were anterior 

chamber reaction and PCO, which is consistent with study of 

Memon MN et al[13], Zaman M et al[9], Synder et al[12], Loncar VL 

et al[19], Kumar S et al.[17] Patients with uveitis were given 

topical corticosteroids (Prednisolone acetate 1% eye drops) 

and cycloplegics and they responded within six weeks. One 

(2.5%) patient with PCIOL in our study had intractable raised 

IOP; peripheral laser iridotomy was done and later on IOP 

remained normal. In the present study 30% had clinically 

significant PCO, Nd-YAG laser capsulotomy was performed in 

17.5% of cases and one (2.5%) patient had very thick PCO 

which was resistant for Laser; in this patient surgical 

membranectomy was done at an interval of 4 months after 

surgery which matches with study of Eckstein M et al[18] in 

which Nd-YAG laser capsulotomy was performed in 63.46%, 

more than one laser session required in 11.53% and surgical 

membranectomy was done in 17.3%. This study revealed that 

satisfactory visual outcome in majority of patients with 

traumatic cataract can be safely achieved after cataract 

removal and IOL implantation and common causes of 

decreased vision were corneal scar, Posterior Capsular 

Opacification (PCO) and uveitis as was shown by other               

studies.[10,11,13] 

 

SUMMARY AND CONCLUSION 

Traumatic cataract resulting from ocular trauma is a common 

cause of ocular morbidity, especially in young population. 

Most of the injury occur by wooden particles like stick. Most 

injury occur while playing or doing domestic/agricultural 

work; 92.5% patients were safely rehabilitated with cataract 

extraction and IOL implantation and 70% had BCVA of 6/18 - 

6/6. Posterior capsular opacification and uveitis were the 

common post-operative complications. 
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