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INTRODUCTION 

Cataract accounts for 47.8% of global blindness.1,2 Of the 

total estimated 45 million blind persons , with a best 

corrected visual acuity less than 10/200,  in the world, 

approximately 7 million are in India.  And cataract has 

been reported to be responsible for 50–80% of the 

bilaterally blind in the country.3 

Cataracts are one of the conditions responsible for 

painless and progressive decrease in vision in the very 

elderly. The decrease of vision is a serious health risk for 

challenges of loss of balance, perhaps leading to falls and 

injury, along with lack of self-sufficiency, dependency, 

and decreased work productivity.4 

As a result of the large population base and increased life 

expectancy, the number of visually impaired particularly 

due to age-related disorders such as cataract is expected 

to rise.3 With the current trend of population ‘greying’ in 

both developed and developing nations, the percentage of 

elderly is expected to increase manifold, with a 
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corresponding increase in patients with visual impairment 

due to cataract.  The prevalence of cataract increases with 

age in developing countries also, where it has been seen 

to often occur earlier in life. For example, in an Indian 

study, visually significant cataract was seen to occur 14 

years earlier than in a comparable study in the United 

States.5 

The challenge we face currently is to prevent the cataract 

backlog from occurring by delaying the development of 

cataract and by providing ready access to cataract surgery 

for all those who need it.5 

The benefits of cataract prevention by study of genetic 

factors, impact of age and environmental agents such as 

ultraviolet rays, as well as modification of these factors, 

are obvious, but difficult and with a lesser likelihood of 

timely achievement.5 

The cure for cataract is readily available, and is surgery. 

Serious efforts have been made and are still in process to 

improve accessibility, affordability and availability of 

cataract surgeries, especially in developing countries.5 

Despite rapid increase in the availability of quality 

cataract services, however, surgical acceptance is still low 

in the community.1–6 Studies have shown that availability 

of eye care services may not necessarily translate into 

their effective and adequate utilisation.7 

For example, in the state of Goa, ours is a government 

funded tertiary care centre providing cataract surgery 

services. In addition, many private centres are in place. 

Yet, we get to see a large number of patients with 

advanced and mature cataracts, unilateral or bilateral.  

It has been seen that in developing countries there are 

many more solid barriers to the availability of, access to, 

and uptake of cataract surgery. Accessibility comes forth 

as a major barrier, with a vast majority of patients 

residing in rural areas and the surgical facilities located 

more frequently in towns and cities, being accessible 

readily only to people in the vicinity. These patients also 

face an economical challenge, with many living below 

poverty line. Along with the direct costs, there are also 

indirect costs incurred by these patients, such as loss of 

daily wages, expenditure on transport and delegation of 

responsibilities.5 

Poor knowledge of cataract, its progression and its 

treatment, misinformation and myths surrounding 

cataract and surgery, distrust of surgery also play a vital 

role in causing delay in cataract treatment.5 

An Ethiopian study found that retaining enough vision to 

live independently with ability to perform daily activities 

without support from family and retaining enough 

mobility is another factor delaying timely cataract 

surgery. Palagyi et al found that people with gradual onset 

poor vision due to cataract or refractive error had a lesser 

likelihood of seeking treatment than those with a more 

acute onset or painful problem such as eye injuries.3 

It has seldom been acknowledged that age itself has a 

substantial impact on the results of cataract surgery—

independent of the effects of ocular and systemic co-

morbidities or complications of surgery. Wescott and 

colleagues recently showed that in patients with no ocular 

co morbidity, the odds of achieving a visual acuity of 

6/12 or better after cataract surgery were decreased by a 

factor of 4.6 (1.8 to 11.4) for patients aged 80 years and 

more, compared with those aged 60-69, after adjustment 

for complications of surgery and grade of surgeon.8 

Hence, a delay in treatment often provides additional 

difficulties pre-, intra- and post-operatively.  

Studies have identified increasing age as a major factor 

associated with reduced recovery of visual function 

following cataract surgery, along with ocular co 

morbidity (glaucoma, macular degeneration, and 

retinopathy), and pre-existing cognitive impairment. 

Factors such as age and cognition may also influence 

recovery of daily living activities, thus contributing to 

overall dependency.9 

Advanced age itself is not a contraindication for cataract 

surgery. Studies have shown that when systemic 

conditions are stable, both phacoemulsification and 

Extra- capsular cataract extraction (ECCE) with intra-

ocular lens (IOL) implantation for very elderly patients 

are effective and safe.4 However, with an earlier 

treatment, better visual outcomes would become more 

achievable even in those with co-existing ocular and 

systemic illnesses. 

It is important, thus, to analyze barriers that obstruct early 

cataract treatment, especially in mature cataracts, where 

the patient has significantly low vision, so as to try and 

provide a better visual outcome and improve quality of 

living by limiting dependency and risk of injuries. With 

timely detection and good quality of surgical methods, 

recovery of visual function will be earlier and easier. 

METHODS 

The study was a hospital based cross sectional study, 

conducted in 200 patients who presented to in- and 

outpatient departments of the Department of 

Ophthalmology, Goa Medical College and Hospital and 

were diagnosed to have a senile mature cataract. 

The study was carried out over a period of 6 months, 

from January 2017 to June 2017. 

Sampling method employed was convenience sampling. 

The diagnostic criteria used for identifying a mature 

cataract was the pearly white colour of the lens and visual 
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acuity reduced to hand movements close to face 

projection of light accurate. 

The following cases were excluded: congenital cataracts, 

uveitis, traumatic cataract, complicated cataracts, 

presence of psychiatric illness, bedridden patients. 

Necessary clearance and permissions were taken from the 

Ethics Committee. 

Demographic data of each patient was recorded: name, 

age, sex, area of residence (rural or urban), level of 

education, and occupation. 

Thorough ocular examination along with fundus 

examination where possible, and best corrected visual 

acuity for each eye was carried out. 

Each patient was interviewed, over an average duration of 

15 to 20 minutes regarding the reasons for delay in 

cataract treatment. They were questioned pertaining to 

these points: awareness and knowledge about cataract, 

attitude towards cataract, misinformation, accessibility 

and cost of available services, and any personal reasons 

causing delay in seeking intervention. 

Data thus collected was compiled and analyzed using 

SPSS software, and results were formulated. 

RESULTS 

In this study, 40.5% of the patients were in the age group 

of 60-69 years, 30% of patients belonged to 70-79 years, 

22.5% belonged to 50-59 years and only 7% were of ages 

80 and above. 

 

Figure 1: Age wise distribution of patients included in 

the study who presented with senile mature cataracts. 

Out of all subjects, 51% were males and 49% were 

females, thus showing an almost equal occurrence in the 

study population. 

Majority of the patients, about 75.5% were residents of 

rural Goa and whereas 24.5% resided in urban locales, 

thus highlighting the extent of these barriers in not only 

rural but also in the urban population. 

 

Figure 2: Proportion of males and females with senile 

mature cataracts in the study population. 

 

Figure 3: Percentages of study population residing in 

rural and urban areas. 

 

Figure 4: Education levels of the patients presenting 

with senile mature cataract included in the study. 

10.5% of the patients had no education or had studied 

only in primary school, 75% had education up to high 

school level, 9% had studied up to higher secondary and 

only 5.5% had gone for further education. Data in this 

regard may be helpful in deciding ways and approaches 

to educating the people regarding cataract. 

0

5

10

15

20

25

30

35

40

45

50-59 60-69 70-79 80+

Age in years 

AGE IN YEARS

51 49 

Gender 

Male

Females

49 

151 

Urban

Rural

0

10

20

30

40

50

60

70

80

Below primary Upto SSC Upto HSSC Higher education

Education 

EDUCATION



Naik VD et al. Int J Community Med Public Health. 2018 Jun;5(6):2529-2535 

                                International Journal of Community Medicine and Public Health | June 2018 | Vol 5 | Issue 6     Page 2532 

 

Figure 5: Vocational distribution of patients under 

study. 

63% of the patients in this study were unemployed and/ 

or retired, 19% were labourers, 18% were working in the 

private sector, and none were professionals. Overall, it 

was observed that the visual requirements of the study 

group were towards the lower end of the spectrum. 

15% of the patients, during their last ophthalmological 

examination, had been told that their cataract was too 

immature to operate on and hence, delayed follow up. 

30.5% of the patients delayed the surgery because their 

visual demands were satisfied by the vision of the other 

eye. 16.5% out of the 200 patients interviewed either did 

not know they were suffering from cataract or were 

unaware of the fact that it is curable.  

 

Figure 6: Distribution of barriers for timely cataract 

intervention in patients presenting with senile mature 

cataract in the study. 

5% of the patients delayed the surgery because of the cost 

of transportation and medications. 8.5% of the patients 

with mature cataract delayed the surgery out of fear. 2% 

of the patients had misinformation regarding cataract 

surgery. Only 2% of the studied population deferred 

coming to the hospital because they thought they were 

too old to undergo the surgery. 9% of the patients delayed 

the cataract surgery because of their personal reasons. 

It was seen that the proportion of patients who said that 

they delayed the surgery because their houses were too 

far from the health care service was 11.5%. 

Table 1: A sample of the proforma used for evaluating patients with senile mature cataracts in the study. 

Patient data: 

 Serial Number: 

 Name: 

 Age/Gender: 

 Area of residence: Urban/Rural  

 Education level: None/Primary/Secondary or High School/ Higher Secondary 

 Occupation: None/ Labour/Private business/Professional 

Ophthalmological examination 

 Best corrected vision in Right eye and Left eye 

 Slit lamp findings 

 Fundus examination  

Assessment of patient’s 

knowledge of cataract: 

 Do you know why you are unable to see?  

 Is the disease curable?  

Barriers relating to patient 

attitude 

 Did you delay treatment because you were afraid of undergoing an operation?  

 You were worried about the cost of the operation?  

 You could see clearly with the other eye?  

 Your cataract was not mature?  

 You were very old to undergo the surgery?  

Misinformation 
 You feared that operation would lead to loss of eyesight?  

 You feared that operation would lead to death?  

Barriers relating to service 

delivery, cost and affordability 

 Did you delay treatment because: You were living very far from the hospital 

and transport to the hospital was an issue?  

 Did you know the cataract services were available free of cost? Were you 

worried about the indirect costs involved? 

Personal reasons 
 You were busy with work?  

 No one could come along with you?                                        
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DISCUSSION 

Cataract has been demonstrated to be the most significant 

avoidable cause of blindness in India, accounting for 

about 50 to 80 per cent of bilaterally blind in the nation. 

The most recent estimates from World Health 

Organization (WHO) reveal that 47.8% of global 

blindness is due to cataract and in South Asia region 

which includes India, 51% of blindness is due to 

cataract.10 

The National Programme for the Control of Blindness 

(NPCB) has been operational in India since 1976. The 

resultant development of infrastructure and increased 

manpower in ophthalmology have caused an increase in 

the output of cataract surgeries from 0.5 million in 1982 

to over 2.7 million in1996 to 3.9 million per year by 

2003.10,12 

Global agencies such as World Health Organization and 

International Agency for Prevention of Blindness have 

pledged support for the elimination of avoidable 

blindness via implementing strategies to reduce the 

burden of cataract blindness by the ″Vision 2020: The 

right to sight″ initiative. Recent WHO reports have 

shown a 25 per cent decrease in cataract blindness in 

India. The increased number of cataract surgeries, thus, 

has definitely been pivotal.10 

The cataract surgery rate and coverage in India have both 

increased, as has been seen in various comparative 

studies.11 Nevertheless, with the increasing number of 

elderly, the backlog of cataract related visual impairment 

in India has not yet been eliminated. Health education 

methods and strategies will only be effective if they are 

able to curb the barriers that prevent these patients from 

seeking timely treatment services.12 

A few studies, mostly conducted in other developing 

countries, have addressed barriers to acceptance of 

cataract surgery. However, a very limited number of 

studies have been conducted in the Indian scenario, 

addressing specific regional issues. Determining these 

challenges to use of eye care services is critical for 

planning and implementing strategies to prevent 

blindness.13 

Barriers toward going for cataract surgery have 

traditionally existed and still do in the rural areas, yet the 

urban areas, where eye care facilities exist in ample, are 

not totally exempt. Urban poverty, migration from rural 

areas, unattended senior citizens owing to changes in 

family structure, and the presence of serious systemic 

illnesses are important barriers for the uptake of cataract 

surgery in urban communities.3 

With delay in intervention, patients only make matters 

more difficult for themselves and their relatives, as well 

as for the ophthalmologist, who has to encounter 

additional pre-, intra- and post-operative challenges, 

along with ocular and systemic co-morbidities that 

compound the situation. Getting cataract surgery done 

while there is still useful vision in the other eye enables 

the patient to travel independently, look after himself in 

the hospital, and thus reduce the dependency and burden 

on relatives. 

 Different studies have found the following as main 

reasons why patients in developing countries do not 

accept cataract surgery: 

 Economic difficulties and the high cost of surgery,  

 Lack of ophthalmologic surgeons,  

 Deficient knowledge of cataract diagnosis and 

treatment, and  

 Gender discrimination. 

Many studies have even demonstrated a shift in these 

barriers from attitudinal and awareness related to the 

current service related.12 

However in our study, the main reason observed was a 

good vision in the other eye, indicating that the visual 

requirements of patients in our study group were lower.  

This correlates with the fact that 63% patients were 

unemployed or retired. 

16.5% patient were not aware about the disease process, 

suggesting that the information available about cataract 

as a disease and its treatment was limited. This 

emphasizes the point that a better public education 

regarding cataract would definitely prevent delays in 

treatment. 

About 22.5% patients studied were less than 60years of 

age. A greater education about the importance of timely 

cataract surgery for younger patients would also prove 

beneficial so as to increase their likelihood to have timely 

surgery to restore their visual acuity and allow for 

increased work productivity. 

It is noteworthy that 8.5% people expressed their distrust 

of surgery. These people had all undergone surgery in 

one eye with poor visual outcome. Creation of competent, 

clinically and surgically sound ophthalmologists is a must 

to reduce cataract surgery associated morbidity, with 

better skills training as well as better selection of cases 

according to the surgeon’s skill level. 

Studies have shown that financial limitations rank high as 

reasons for not having cataract surgery. In our study, 5% 

of patients had economic difficulties, few of whom were 

unaware of the availability of free services, and the rest, 

possibly, were more concerned with indirect costs 

incurred due to the surgery-loss of a day’s income, 

delegating household responsibilities, and transportation 

for both the patient and his attendant, all acting as 

important barriers leading to delay in intervention. 
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Efforts need to be made to reduce these indirect costs, 

such as conducting operations in the nearest health 

facilities or facilitating transport to and from the surgical 

facility for the primary and follow up visits. 

Like in other matters of community health, health care 

workers can play a pivotal role in this case too: they can 

be trained and, thus, be helpful in education, counselling, 

early detection and timely referral of these patients. 

Ophthalmologists also play an important role in this 

regard. If patients who present for treatment are told to 

wait because cataract is not mature or advanced enough, 

other barriers may make it difficult for the patients to 

present again for a timely intervention. In the present era 

of cataract microsurgery, it is no longer necessary to wait 

for the cataract to mature before operating; many 

phacoemulsification surgeons rather prefer operating on 

immature cataracts. Therefore, a proper explanation of 

cataract process and progression and counselling the 

patients regarding treatment options is necessary. Any 

anxieties, fears or queries that they may have should be 

addressed satisfactorily. 

This study poses a limitation that the patients represent a 

hospital-based population. Thus, the barriers reported by 

them may be very different from those of other members 

of the community who never present at all. Also, many 

barriers may act synergistically and be inter-dependent. 

Further studies encompassing a wider study population 

are required to assess the impact of these interactions. 

CONCLUSION  

This study was helpful in uncovering a few of the various 

barriers encountered in the treatment of senile mature 

cataracts in particular, and cataract in general. In this 

study, good vision in one eye was seen to be the most 

frequent reason for delay in seeking treatment for mature 

cataracts. Other factors such as unawareness about 

cataract, fear and misinformation regarding surgery, 

accessibility, affordability and personal attitudes and 

reasons were also highlighted as hurdles that need to be 

overcome. 

Cataract being an avoidable cause of blindness, 

prevention and treatment of this condition have gained a 

significant value in this age. The ability to identify the 

factors affecting effective utilization of eye care services 

is crucial for the policymakers, given the high social as 

well as personal costs associated with blindness.  

Extensive health education amongst the public through 

various modes is the need of the hour. Efforts should be 

directed towards alleviating their fears, misconceptions, 

and towards clarification of their doubts. This will play a 

key role in improving acceptance to cataract treatment. 

Health care workers need to be trained to detect and refer 

cataracts in time.  

The challenge of accessibility can be tackled with 

surgical camps, and arranging transportation to and from 

the hospitals. 

Innovative approaches need to be designed and 

implemented on priority to provide high-quality services 

at a lower cost. Awareness among the population 

regarding cataract progression and safe surgery should be 

increased as it benefits not only the patients but also their 

family. Creating strategies to reduce barriers will improve 

the uptake of cataract surgery, and help reduce the 

magnitude of cataract blindness in India. 
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