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Endoilluminator‑assisted pediatric 
cataract surgery with hazy cornea

Jyoti Himanshu Matalia, Vimal Krishna Rajput, 
Himanshu Matalia1, Bhujang K Shetty2

The purpose of this study was to demonstrate the usefulness 
of endoilluminator in pediatric cataract with hazy corneas. 
We describe a series of three cases of pediatric cataract where 
visualization of intraocular structures was inadequate under 
the operating microscope. The endoilluminator was held at the 
limbus with light directed obliquely to visualize the details of 
intraocular structures against the hazy cornea using oblique 
illumination. It allowed structures behind the hazy cornea to 
be seen with ease. A simple modification in surgical procedure 
of pediatric cataract using an endoilluminator helps in better 
visualization of intraocular structures in difficult situations.
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Pediatric cataract surgery is a challenging procedure in 
itself, and it becomes more difficult when encountered 
with hazy cornea. In cases of corneal haze, visualization of 
intraocular structures is difficult, and hence, procedures 
such as capsulorhexis and vitrectomy become even more 
challenging. Use of endoilluminator is described sparingly in 
anterior‑segment surgeries. During anterior‑segment surgeries 
complicated by hazy media, endoilluminator acts as an external 
light source enhancing visibility of the operating surgeon, aiding 
in smooth performance achieving better surgical outcome. Here, 
we describe three different pediatric cataract scenarios with 
hazy cornea, in which the technique of endoilluminator‑assisted 
cataract surgery allowed the surgery to be performed with ease.

Case Reports
Case 1
A 3‑year‑old child presented with a history of needle injury 
to the left eye. Examination revealed a 4‑mm full‑thickness 
corneal tear involving the visual axis with lenticular material 

extruding through the tear, suggestive of the anterior capsular 
rupture [Fig. 1a]. After suturing the tear, a rent in the posterior 
capsule (PC) was noted and primary lens aspiration was 
therefore attempted. However, it could not be completed 
under the microscope light alone due to the associated corneal 
edema [Fig. 1b]. In view of this, the endoilluminator was 
held at the limbus with the light directed obliquely and the 
extent of the anterior capsular and PC dehiscence was clearly 
identified [Fig. 1c]. It also identified the presence of vitreous 
in the anterior chamber, for which vitrectomy was initiated 
first followed by careful aspiration of the lenticular material. 
The vitrector was then used to fashion the PC opening into 
an adequate size and complete the anterior vitrectomy (AV). 
Intraocular lens implantation was planned for the next sitting.

Case 2
A 6‑month‑old male child was referred to our department 
with white reflex in the right eye since birth. Examination 
revealed microcornea of 9 mm with a large anterior polar 
cataract adhered to the endothelium, suggestive of Peter’s 
anomaly [Fig. 2a]. The left eye was essentially normal. Surgery 
was planned to clear the visual axis. The adhesions between 
the lenticular bag and endothelium became evident using 
the endoilluminator [Fig. 2b], which were not seen under the 
normal microscope light [Fig. 2c]. We could then proceed with 
cutting and peeling of the adhesions and rest of steps of lens 
aspiration and primary posterior capsulectecmy (PPC) with 
ease under direct visualization. At the end of the surgery, an 
adequate size of the PC opening could be achieved [Fig. 2d].

Case 3
An 8‑year‑old child came with blurring of vision in both 
eyes since 1 year. Slit‑lamp examination revealed cataractous 
microspheric lens that had dislocated in the anterior chamber in 
both eyes [Fig. 3a], with corneal opacity secondary to adherence 
of the lens to the endothelium. The patient was taken up for a 
lensectomy in the left eye first. The cornea of the left eye also 
showed central leucomatous opacity [Fig. 3b] when seen with 
the endoilluminator that was not evident otherwise [Fig. 3a]. 
After making a nick in the anterior capsule, lens aspiration 
was performed using the endoilluminator, the capsular bag 
attached to the endothelium was peeled off using a microrhexis 
forceps [Fig. 3c], and an adequate AV was done to complete 
the procedure [Fig. 3d].

Discussion
Endoilluminator has been used as an oblique source of light 
during anterior‑segment surgeries mainly for performing 
continuous curvilinear capsulorhexis in white cataract[1,2] and 
intumescent cataracts.[3] We have previously described the 
technique of using the endoilluminator[4] for better visualization 
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Figure 1: Intraoperative photograph; (a) extent of the corneal tear with extruding lenticular matter; (b) difficulty in intraocular visualization under 
microscopic light due to the corneal edema around the tear; (c) external endoillumination of anterior chamber enhancing the intraocular visibility 
delineating the extent of the anterior (thin arrow) and posterior capsular rupture (thick arrow)

a b c

Figure 2: (a) Preoperative photograph showing the corneal opacity 
and cataractous changes in the lens; (b) intraoperative photograph 
after lens aspiration showing the keratolenticular adhesions (yellow 
arrow) clearly visible with endoilluminator, (c) no adhesions visualized 
under microscope light alone, (d) photograph at the end of surgery 
showing adequacy of primary posterior capsulectomy and anterior 
vitrectomy (yellow arrow) using endoilluminator
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Figure 3: Preoperative photograph: (a) normally appearing 
cornea under microscope light, (b) central leucomatous opacity is 
clearly differentiated against the cataract using the oblique light of 
endoilluminator. Intraoperative photograph: (c) capsular bag attached 
to the endothelium is being peeled off using a microrhexis forceps, (d) 
immediate postoperative photograph of the eye
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c d

of the vitreous during AV. We have also reported the use of 
endoilluminator as an effective tool during pediatric cataract 
surgery in 76 eyes of 44 children for better visualization of 
the PC in performing adequate posterior capsulectomy and 
ensuring completeness of AV.[5] Endoilluminator works on the 
principle of oblique illumination, wherein the eye is directly 
seen under the microscope with the light of the microscope 
switched off and the endoilluminator being held at an angle 
more than 70°, externally along the limbus to illuminate the 
anterior‑segment structures.

In this series, we describe its use in pediatric cataract surgery 
with associated corneal haze. In our first case, difficulty was 
encountered during the removal of cortical material that was 
admixed with the vitreous and in visualization of the extent of PC 
dehiscence. Intracameral triamcinolone can also assist to remove 
prolapsed vitreous but will not show extent of PC dehiscence 
and its use may not be without complications.[6,7] Similarly, 

in the second case with type II Peters anomaly with deficient 
endothelium and Descemet’s membrane, the endoilluminator 
picked up the adhesions with the lens. The third case had 
cataract and glaucoma due to the dislocated microphakic lens 
in anterior chamber. The chronic endolenticular touch led to 
the development of corneal opacity in the center, hindering 
visualization of intraocular structures. It was the endoilluminator 
that came to our rescue in performing the surgery with ease.

Conclusion
Endoilluminator is a readily available tool that helps in better 
visualization of intraocular structures in difficult situations. 
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Postoperative endophthalmitis due to 
Pseudomonas luteola: First reported 
case of acute and virulent presentation 
from a tertiary eye care center in South 
India

Anmol U Naik, V Jaya Prakash, Pradeep Susvar,  
K Lily Therese1, C K Parameswari2

A 60‑year‑old male presented with pain and decreased 
vision 3 weeks following uneventful intracapsular cataract 
extraction with anterior vitrectomy for subluxated cataract. 
A diagnosis of acute endophthalmitis was made based on 
clinical and ultrasound features. Patient improved only after 
undergoing pars plana vitrectomies twice and repeated 
intravitreal antibiotic‑steroid injections. Vitreous aspirate 
revealed Gram‑negative bacillus identified as Pseudomonas 
luteola on culture. Patient returned with a retinal detachment at 
first follow‑up which was treated with vitrectomy, endolaser, 

and silicone oil tamponade. To the best of our knowledge, 
this is the first case of P. luteola causing acute onset, virulent 
endophthalmitis reported in literature.

Key words :  Acute  endophthalmit is ,  postoperat ive 
endophthalmitis, Pseudomonas luteola, retinal detachment

Postoperative endophthalmitis is a devastating complication 
that can occur after any intraocular surgery. Although there has 
been a considerable decline in its incidence in recent decades, it 
can have an unpredictable prognosis despite targeted therapy. 
When the organism is a rarely known etiological agent, there 
are additional challenges in the management as the course of 
infection and outcome of treatment are unknown. We report 
one such case of acute postoperative endophthalmitis caused 
by Pseudomonas luteola.

Case Report
A  60‑year‑old male presented with complaints of redness, 
pain, and diminution of vision in the right eye for 3 days. He 
underwent an uneventful intracapsular cataract extraction 
with anterior vitrectomy 3 weeks back for a subluxated 
cataract. Best‑corrected visual acuity (BCVA) in the right eye 
was perception of light with inaccurate projection of rays. 
There was circumcorneal congestion, corneal edema, and 
iris prolapse through the superonasal limbal wound. Digital 
intraocular pressure was high. The anterior chamber was 
filled with yellowish exudates, obscuring the view of posterior 
segment. Ultrasound B‑scan of the right eye revealed plenty of 
moderately reflective mobile dot echoes with an attached retina 
and diffuse choroidal thickening [Fig. 1a]. Based on clinical 
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