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countries’ state of development: a global study
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Objective To describe the preoperative surgical case mix among patients undergoing cataract extraction and explore associations
between case mix, country level of development (as measured by the Human Development Index, HDI) and cataract surgery rates (CSRs).
Methods Ophthalmologists in 50 countries were invited to join the newly-established International Eye Research Network and asked
to complete a web-based questionnaire about their eye hospitals. Those who complied received a data collection form for recording
demographic and clinical data on 100 consecutive patients about to undergo cataract surgery. Countries were ranked into five HDI
categories and multivariable regression was used to explore associations.

Findings Ophthalmologists at 112 eye hospitals (54% of them nongovernmental) in 50 countries provided data on 11048 cataract
procedures over 9 months in 2008. Patients whose visual acuity (VA) before surgery was < 6/60 in the better eye comprised 47%
of the total case mix in poorly developed countries and 1% in developed countries (P<0.001). Overall, 72% of the eyes undergoing
surgery had a VA <6/60. Very low VA before cataract surgery was strongly associated with poor development at the country level and
inversely associated with national CSR.

Conclusion The proportion of patients with very poor preoperative VA is a simple indicator that can be easily measured periodically
to monitor progress in ophthalmological services. Additionally, the internet can be an effective tool for developing and supporting an
ophthalmological research network capable of providing a global snapshot of service activity, particularly in developing countries.

Abstracts in 4 H13Z, Frangais, Pyccxmit and Espaiiol at the end of each article.

Introduction

Blindness is both a cause and an outcome of poverty." Cata-
ract, defined by the World Health Organization (WHO) as
a visual acuity (VA) of less than 3/60 in the better eye, is the
leading cause of blindness in the world. It affects approximately
18 million people, 90% of them in low- and middle-income
countries.” A recent study in three countries has demonstrated
that successful cataract surgery in previously blind individuals
can improve a household’s economic status. This suggests that
cataract surgery should be an integral part of strategies designed
to reduce poverty.’

Thanks to improvements in surgical techniques for cataract
extraction (e.g. sutureless microsurgery and use of intraocular
lenses with a wide range of powers), surgery can be performed as
an outpatient procedure under local anaesthesia and can restore
normal VA almost immediately. It can also be offered much car-
lier, so that blindness can be prevented even in developing coun-
tries, where these techniques are now the norm. Clearly cataract
surgery is practised under very different circumstances in differ-
ent parts of the world and although its cost varies enormously,
it is one of the most cost-effective of all health interventions.
Thus, cataract surgery is a priority for VISION2020: the Right
to Sight initiative (http://www.vision2020.0rg), a partnership
between the World Health Organization (WHO) and other
agencies working in eye care, including the International Agency
for the Prevention of Blindness (IAPB).>*

Over the last two decades, increased demand has led to a
marked increase in the number of cataract operations in most
countries, and surgery is being performed earlier on average be-

cause patients’ needs and the results that they expect to obtain
from surgery have changed. From a public health standpoint,
this change in the indications for surgery dramatically affects
the number of people cligible for surgery. In Australia, for ex-
ample, reducing the visual impairment threshold from 6/60 to
6/12 would increase the number of people eligible for surgery
by nearly fivefold.” Concerns have been raised that in some
high-income countries too many cataract operations are being
performed,® often to correct refractive error rather than to reverse
visual impairment.

The cataract surgery rate (CSR), which represents the num-
ber of cataract extractions performed per million population per
year in a given location, is a key indicator for monitoring eye care
services. To reduce visual impairment from cataract the CSR
must be greater than the incidence rate of cataract.”

According to WHO, whose estimates of country-level CSR
are the best available, '’ in 2004 (the most recent published data)
high-income countries had a CSR ranging from 4000 to 6000,
whereas in most of Africa, Chinaand the poorer countries of Asia
the CSR was often less than 500. CSR has increased substantially
since then, but to understand what currently constitutes an oper-
able cataract it is best to examine the local surgical case mix (i.e.
the range of patients’ visual acuities before cataract surgery and
the number of first-eye surgeries performed).

This is the first study undertaken by a newly formed research
network of ophthalmologists whose members were asked to
collect information about the cataract surgery case mix in their
hospitals. The purpose of the study was to assess variations in case
mix by place and demographic characteristics, and to describe
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the relationship between preoperative
VA, country development level and na-
tional CSRs.

Methods

The International Eye Research Net-
work (IERN), whose members are
listed in Appendix A (available at: http://
www.iceh.org.uk/download/attach-
ments/15827118/iern-participants.pdf ),
is a newly established international col-
laboration of ophthalmologists. Recruit-
ment was as follows: First, alumni of the
Masters in Community Eye Health pro-
gramme at the London School of Hygiene
& Tropical Medicine (LSHTM) were
approached by e-mail. Second, regional
representatives of the IAPB, directors of
international nongovernmental organiza-
tions involved in eye care and staff at the
International Centre for Eye Health were
asked for contacts. Third, an advertise-
ment was placed in the Community Eye
Health Journal (htep://www.cehjournal.
org) aquarterly publication that circulates
among more than 34000 eye care special-
ists in at least 180 countries.

Potential network members were
sent an invitation to participate in the
study, along with information on the
study’s aims and objectives. Interested
respondents were sent a more detailed
study protocol and a link to the web
site for membership registration. Using
a web-based questionnaire, network
members then recorded the following
information about the hospitals where
they worked: type of hospital (govern-
ment, private, other, etc.); volume of
outpatient practice and cataract surgery
in 2008; number of cataract surgeons;
and status of the hospital as a provider of
ophthalmology training. Information on
the availability of ophthalmic ultrasound
(used to assess the intraocular lens power
needed) and on facilities for paediatric
and vitreoretinal surgery was also col-
lected to assess the level of specialization
of each hospital, since equipment of this
type is usually only available in highly
specialized eye care units.

Members with complete online regis-
tration were e-mailed a questionnaire with
which to record information on the next
100 consecutive patients undergoing cata-
ract surgery in their hospital. Supporting
documents describing how to collectand
enter the data were also supplied. Indi-
viduals were also asked to provide data on
age, sex, literacy and patients’ preoperative
VA, as well as on the date when each cata-
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ract extraction was performed. Anyone
who could read, understand and sign the
surgical consent form was deemed liter-
ate. All patient information was provided
anonymously, without collecting any
identifiers, and study documents were
available in Chinese and Spanish. Mem-
bers returned completed questionnaires
either electronically or by regular mail.

Ethical approval
The study adhered to the tenets of the

Declaration of Helsinki and was approved
by the Ethics Committee of the LSHTM.
IERN members were requested to obtain
cthical approval from their institutions
before collecting any patient information,
and they had to indicate that this had
been done. Patients gave verbal or written
consent for cataract surgery as required by
each hospital’s policy.

Data management and statistical
analysis

Hospital and patient data were entered
into Microsoft Excel (Microsoft, Red-
mond, United States of America) by a
designated data officer at the Interna-
tional Centre for Eye Health. Hospital
information and individual patient data
were merged for analysis. Random cross-
checking of 10% of the entries yielded an
error rate of less than 1%.

The VA of each patient in the bet-
ter eye determined their placement
into one of the following categories:
blindness or severe visual impairment
if VA <6/60 (very poor visual acuity);
moderate visual impairment if VA > 6/60
but <6/18; nearly normal vision if VA
>6/18 but < 6/12; and normal vision if
VA =6/12." Hospital surgical output,
expressed as the number of surgeries per
year, was categorized as low (< 1000),
medium (1000-2999) or high (= 3000).
A hospital specialization score was calcu-
lated as the sum of four binary values (i.c.
yes=1; no=0) that comprised training,
vitreoretinal services, paediatric services
and B-scan ultrasonography. Hospitals
were then categorized into five levels of
specialization ranging from 0 to 4. The
United Nations Human Development
Index (HDI), a composite index that
measures average achievement in health,
education and standard of living, was used
to assess each country’s socioeconomic
development. The following categories of
development were used: very high (HDI
>0.9), middle-high (> 0.6 but <0.9),
middle-low (= 0.5 but <0.6) and low
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(<0.5)."” Country-specific CSR data for
2004 were obtained from WHO.!°

Data were imported into STATA
10.0 (StataCorp LP, College Station,
USA) for analysis. Data were summarized
at the eye, individual (person), hospital
and WHO region levels and by HDI.
Associations at the hospital level were
assessed using the y* test. Estimates of
effect size at the individual level were
determined using logistic regression
models that accounted for the clustered
nature of the data (at the eye hospital)
using the svy command in STATA. The
multivariable model was built following
a manual forward stepwise method with
a cut-off point at P> 0.2.

Results
Hospital data

Hospital and patient data were provided
by 112 eye hospitals from 100 cities and
towns in SO countries from all six WHO
regions. The African Region comprised
the largest number of countries (19), fol-
lowed by the Region of the Americas and
the European Region (8 cach). Nigeria
provided the most data (from 15 hospi-
tals), followed by Pakistan (14 hospitals)
and India (11 hospitals).

The following sectors participated:
non-government, 54%; government,
38%; and other (e.g. public—private
partnerships), 7.3%. In 2008 a median
of 1700 cataract procedures were per-
formed per hospital (interquartile range,
IQR: 800-4000). Each eye hospital had
a median of 2 surgeons (IQR: 3-8) and
over one third of all surgeons (38%) had
performed more than 750 cataract pro-
cedures in 2008.

Approximately one third of the units
(34%) admitted all patients overnight
after cataract surgery, especially in less
developed countries (odds ratio, OR: 2.5
per one-level decrease in HDI ranking;
95% confidence interval, CI: 1.3-4.9).
Hospital facilities varied in terms of
level of specialization: 60% had a working
B-scan ultrasound machine; 40% pro-
vided vitreoretinal services; 67% offered
paediatric services, and 64% provided
ophthalmology training. Lower hospital
specialization scores were associated with
lower country development: no hospitals
in highly developed countries had a very
low specialization score compared with
21% of hospitals in poorly-developed
countries (P < 0.001). Although hospital
specialization score was also positively
correlated with the number of cataract
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Table 1. Demographic distribution of patients undergoing cataract surgery in 112 eye hospitals in 50 countries, by individual

preoperative visual acuity (VA)

Variable VA
BL/SVI? mvie NNVe© Nvd Total
No. % No. % No. % No. % No. %

Gender
Male 1515 28 1655 31 1139 21 1015 19 5324 100
Female 1612 29 1713 31 1246 23 907 17 5478 100
Age (years)
<50 277 23 258 21 229 19 441 37 1205 100
50-59 438 26 505 30 365 22 354 21 1662 100
60-69 1061 29 1203 33 814 22 563 15 3641 100
70+ 1351 31 1402 33 977 23 564 13 4294 100
Literacy
Yes 773 15 1486 30 1357 27 1414 28 5030 100
No 2354 41 1882 88 1028 18 508 9 5772 100
First eye surgery 334 12 747 28 836 31 765 29 2682 100
No
Yes 2793 34 2621 32 1549 19 1157 14 8120 100
Surgical output®
<1000 1060 88 885 30 602 20 440 15 2987 100
1000-2999 1026 29 927 26 801 23 788 22 3542 100
>3000 1041 24 1556 36 982 23 694 16 4273 100
Hospital specialization
0 (very low) 634 38 432 26 290 18 294 18 1650 100
1 713 35 620 30 430 21 292 14 2055 100
2 466 34 426 31 262 19 211 15 1365 100
8 571 26 695 32 574 26 365 17 2205 100
4 (very high) 701 21 1129 34 77 23 730 22 3337 100
Total 3127 29 3368 31 2385 22 1922 18 10802¢ 100
BL/SVI, blindness or severe visual impairment; MVI, moderate visual impairment; NNV, nearly normal vision; NV, normal vision.

2VA <6/60.

®VA >6/60 but <6/18.

¢ VA >6/18 but <6/12.

dVA >6/12.

¢ Number of cataract surgeries per year.

" Data insufficient to calculate hospital specialization score in a further 190 individuals.

9 Full covariate data available on 10802 individuals.

surgeries performed (73% of highly spe-
cialized hospitals performed > 3000 sur-
geries per year compared with 18% hospi-
tals with low specialization [P < 0.001]),
19% of hospitals that performed > 3000
cataract procedures a year did not have a
functioning B-scan ultrasound machine.

Patient data

We recruited into the study 11048
patients who underwent cataract extrac-
tion in 2008. Complete covariate data
was available for 10802 (98%) of these
patients. No significant demographic dif-
ferences were found between individuals
with and without missing data. Nearly
two thirds (61%) of the data originated
from countries in middle-low or low state
of development. Patients had a median age

of 65 years (IQR: 58-73). Over one third
(37%) of them were less than 50 years of
age (Table 1). The oldest patients lived
in the European Region (median age: 72
years), whereas the youngest lived in the
Eastern Mediterranean Region (median
age: 60 years). More women than men
underwent cataract surgery everywhere
except in the regions of South-East Asia
(48.5%) and the Eastern Mediterranean
(47%). The largest sex difference was
observed in the European Region, where
57% of patients were women. Almost half
of all patients (46.4%) were literate, but
literacy ranged from 29% in the Eastern
Mediterranean Region to 83% in the
European Region. Male patients were
more literate than females on average
(53% versus 40% literacy, respectively;
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P <0.001). The largest sex difference
was noted in the Fastern Mediterranean
Region (40% males versus 17% females).

Overall, 3127 (29%) patients were
blind or had severe visual impairment
before surgery (Table 1). Preoperative
VA varied depending on the availability
of functioning equipment and the hos-
pital’s level of specialization. In hospitals
without a B-scan ultrasound machine,
36% of patients were blind or had se-
vere visual impairment before surgery,
compared with 24% in hospitals that did
have a B-scan machine in working order
(P <0.001). Hospitals that were not
highly specialized were significantly more
likely to conduct surgery on eyes with
more severe visual impairment (Table 1,

P<0.001).
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Fig. 1. Scatterplot of percentage of patients with blindness or severe visual
impairment (SVI)? against cataract surgery rate (CSR) and Human Development
Index® (HDI), for all 50 countries involved in study
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2 Visual acuity <6/60 in the better eye.

® Increasing HDI indicates higher country development (curve determined by a locally-weighted regression

[Lowess)).

¢ Number of cataract extractions per million population per year.

Note: The outlier with a CSR of 4067 is India.

As shown in both parts of Fig. 1, a
nonlinear inverse relationship between
preoperative VA and CSR was observed,
along with a linear inverse relationship
between preoperative VA and HDI
(Pearson’s »=0.79; +=8.8; P<0.0001).
In countries with a low HD]I, nearly half
(47%) of the patients were blind or had
severe visual impairment at the time they
underwent cataract surgery; in countries
ranked as having middle-low and middle-
high development, such patients were
only 32% and 23% , respectively, and in
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very highly developed countries, they
were only 1% (Table 2). This associa-
tion remained highly significant in the
multivariable analysis (Table 3). Illiter-
ate patients had almost three times the
odds of having very poor preoperative
VA as literate patients (Table 3). Older
patients also had higher odds of having
very poor preoperative VA than younger
patients (P < 0.001).

Three quarters of the patients in the
study received surgery to their first eye
and most eyes (75%) had a VA of < 6/60.

Shaheen P Shah et al.

The proportion of patients who under-
went surgery in the first eye decreased as
country HDI increased (81% in countries
with a low HDI compared with 66% in
those with a very high HDI; P <0.001).
Iliterate patients were significantly more
likely to undergo surgery in the first eye
(OR: 1.4;95% CIL: 1.17-1.65; P< 0.001).
The more specialized the hospital, the less
likely it was to be operating on first eyes
(OR:0.72 per category increase; 95% Cl:
0.55-0.93; P=0.015). No difference in
sex (P=0.93) was found. Of the patients
who underwent surgery to their second
eye, 10% were blind or had severe visual
impairment in both eyes preoperatively.

Overall, 72% of the eyes undergoing
surgery were blind or had severe visual
impairment. This proportion varied in ac-
cordance with a country’s HDI (15% for
countries with a very high HDI; 62% for
those with a middle-high HDI; 80% for
those with a middle-low HDI, and 90%
for those with a low HDI; P < 0.001). In
Australia, 75% of the eyes had a preopera-
tive VA level of 6/12 (the VA cut-off used
in many countries to determine eligibility
for driving), whereas in Malawi this figure
was 7%. No differences were observed
by sex (75.3% of men versus 74.9% of
women; P=0.79).

Discussion

The current study provides a snapshot
of the visual acuity thresholds at which
patients are undergoing cataract surgery
throughout the world. It detected a clear
association between better preoperative
VA and higher HDI score. In countries
with a high HDI the visual acuity thresh-
old for cataract surgery has changed
over time. For example, in the United
Kingdom of Great Britain and Northern
Ireland, 15% of cataract patients who
underwent surgery had a preoperative
VA of <6/60 in 1997, but this fraction
had declined to 1.6% by 2000 and to
0% in the current study. This decrease
paralleled a dramatic increase in the CSR
over the same period." Highly developed
countries have very little cataract-related
blindness despite an aging population,
which suggests that the volume of surgery
is at least equal to, if not greater than, the
incidence of visual loss from cataract. On
the other hand, inadequate provision of
cataract surgical services is likely to be
reflected in a greater proportion of people
with very poor preoperative VA. Indeed,
countries with low CSRs tended to have
higher levels of poor preoperative VA. It
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Table 2. Number and proportion of patients with preoperative blindness or severe visual impairment,? by region of the World Health
Organization (WHO) and Human Development Index (HDI)

WHO region HDI
Low Middle-low Middle-high Very high All
Total <6/60 Total <6/60 Total <6/60 Total <6/60 Total <6/60
(%) (%) (%) (%) (%)

Africa 1272 47 2617 37 200 24 - - 4089 39
Americas - - - - 886 17 - - 886 17
Eastern Mediterranean - - 1500 24 200 14 - - 1700 23
European - - - - 700 19 200 0 900 15
South-East Asia - - 1073 26 1200 32 - - 2273 29
Western Pacific - - 300 42 700 21 200 2 1200 23
Total 1272 47 5490 32 3886 23 400 1 11048° 29

2 Visual acuity < 6/60 in the better eye.
b Visual acuity data available for 11048 individuals.

follows, therefore, that the proportion
of people who undergo cataract surgery
with a very poor preoperative VA can
serve as a simple measure that can cas-
ily be obtained periodically to monitor
progress towards the elimination of
cataract-related blindness.

The annual number of cataract
operations performed globally has in-
creased from approximately 5 million
in 1988 to around 15 million in 2008.
Ideally any patient who has symptoms
of cataract should be offered surgery, but
service providers in low-income settings
inevitably have to carefully manage their
limited resources. In keeping with the

objectives of VISION2020, people who
are blind from unoperated cataract stand
to benefit the most from surgery and
should, therefore, be prioritized. How-
ever, many other patient-related factors
— age, co-morbidity, occupation, social
support, mental state, etc. — must also be
considered when recommending surgery.
In the United States, the method of sur-
geon remuneration has been shown to
influence surgery rates.'* We found that in
countries with alow HDI, most surgeries
were performed on people who were not
blind or having severe visual impairment,
even in non-specialized hospitals. By
contrast, one decade ago most people in

India and Kenya had a VA <3/60 before
undergoing cataract surgery.” It may
be that the relatively recent and dramatic
increase in the number of cataract opera-
tions reported in India has not yet had
an impact on the number of people who
are blind from cataract (still estimated at
7.75 million)."” This may explain India’s
position as an outlier in Fig. 1.

Our study also found that people
who are blind from cataract and who
present for surgery are more likely to be
illiterate. Improving literacy, a specific
objective under the second Millennium
Development Goal, should therefore
contribute to reducing the barriers to the

Table 3. Risk factors associated with blindness or severe visual impairment?® before cataract surgery

Characteristic OR 95% Cl OR 95% Cl
Gender

Male 1.00 - Dropped® -
Female 1.05 0.95-1.16 - -
Age (years)

<50 1.00 - 1.00 -

Per decade increase 1.15 1.07-1.23 1.19 1.11-1.27
Literacy

Yes 1.00 - 1.00 -

No 3.86 3.52-4.23 2.96 2.39-3.67
First eye

No 1.00 - 1.00 -

Yes 3.69 2.98-4.55 3.63 2.97-4.44
Specialization

Low 1.00 - 1.00 -

Per category increase 0.81 0.74-0.88 0.90 0.83-0.97
HDI

High 1.00 - 1.00 -

Per category decrease 1.95 1.59-2.37 1.49 1.21-1.84

Cl, confidence interval; HDI, Human Development Index; OR, odds ratio.

2 Vlisual acuity < 6/60 in the better eye.

® Dropped from the multivariable analysis because of lack of significance.
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uptake of cataract surgery. The fact that
in two WHO regions (South-East Asia
and the Eastern Mediterranean) more
men than women had surgery reflects
gender-based biases that are well known
to exist. Women bear approximately two
thirds of the burden of blindness in the
world.” Hence, access to care will be equal
for women and men only when women
comprise 60-70% of the individuals
undergoing cataract surgery.'*"

In this study 10% of people who had
surgery in their second eye were blind
or had severe visual impairment in both
eyes. This proportion, which resembles
the proportion that existed in India over
adecade ago,” suggests that the surgery to
the first eye failed to restore vision, either
because the patient had co-morbidity or
surgical complications. To avoid patient
dissatisfaction, the care provider should
clearly discuss visual prognosis with the
patient. Efforts to improve surgical out-
comes should be based on honest auditing
of surgical complications, which should
be prioritized as highly as improving the
volume of surgery. We found that hospi-
tals with low specialization scores were
significantly more likely to operate on
patients having worse preoperative vision,
perhaps because hospitals with less equip-
ment tend to be located in more remote
areas and serve marginalized, poor popu-
lations. Surgery on dense cataracts is more
complex and prone to complications and

results in poorer postoperative results. In
addition, hospitals that lack specialized
equipment, such as B-ultrasound for
biometry, tend to obtain less satisfactory
postoperative results, and this may influ-
ence a surgeon’s decision to operate. For
these reasons, hospitals that are poorly
specialized should be prioritized when
allocating new resources, especially if they
perform high-volume surgery.

The internet has been used in oph-
thalmology as a tool for reporting adverse
events.”’ However, to our knowledge this
is the first study in which the focus has
been primarily on ophthalmic surgery
in less developed countries. With the
internet now readily accessible in these
settings, it can be used to develop and
support a research network in a cost-
effective manner.

We imposed no exclusion criteria
and all hospitals volunteered to take part
in this study. Thus, the data may not be
representative of all eye care providers
nationally or internationally and may be
subject to selection bias. For example,
eye units in government facilities and in
the private sector may have been under-
represented, and patients accessing these
services probably differ from those access-
ing providers in nongovernmental organi-
zations. Whether any hospitals enforced
a VA threshold criterion for surgery was
not investigated, but informal feedback
from IERN members suggests that they
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did not. In addition, all data were self-
reported and no validation studies were
performed. We assessed literacy through
a simple method easily applicable in all
centres. Although the HDI is widely used
to measure a country’s level of develop-
ment, its accuracy has been questioned
because of wide within-country variation
in the indicators used. Similarly, we could
not address within-country variations in
the CSR because WHO only provides
data at the national level. The findings of
our study may therefore be subject to an
ecological inference fallacy and need to
be interpreted with caution.

Individual results were provided to
cach participating hospital. Subsequent
feedback from the IERN suggests that
the information proved useful for plan-
ning surgical resources at the local level.
In summary, the findings of this study
suggest that the proportion of preopera-
tive patients who are blind or have severe
visual impairment before cataract surgery
could be a very simple indicator, easy to
measure periodically, for monitoringlocal
progress towards the elimination of visual
impairment from cataract. ll
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Résumeé

Acuité visuelle pré-opératoire des patients subissant une opération de la cataracte et état de développement

des pays : une étude mondiale

Objectif Décrire I'éventail des cas chirurgicaux pré-opératoires des
patients subissant une opération de la cataracte et analyser les
associations qui existent entre I'éventail des cas traités, le niveau de
développement des pays (mesuré par I'indice du développement humain
- IDH) et le taux d'opération de la cataracte (TOC).

Méthodes Les ophtalmologues de 50 pays ont été invités a rejoindre
le tout nouveau Réseau international de Recherche ophtalmologique
(International Eye Research Network) et a compléter, sur Internet, un
questionnaire relatif a leurs services hospitaliers d’ophtalmologie. Ceux
qui ont accepté ont regu un formulaire de collecte de données permettant
de recueillir les données cliniques et démographiques de 100 patients
consécutifs sur le point de subir une opération de la cataracte. Les pays
ont été classés en cing catégories IDH et on a utilisé une régression
multivariable pour analyser les associations.

Résultats Les ophtalmologues de 112 services d’ophtalmologie (dont
54% sont non gouvernementaux) de 50 pays ont fourni des données sur

11048 interventions de la cataracte sur 9 mois en 2008. Les patients
dont I'acuité visuelle (AV) avant I'intervention était inférieure a 6/60 pour
le meilleur ceil représentaient 47% de I'éventail des cas traités dans les
pays peu développés et 1% de ceux des pays développés (P < 0,001).
Dans I'ensemble, 72% des yeux subissant I'intervention présentaient une
AVinférieure a 6/60. Une tres faible acuité visuelle avant I'opération de la
cataracte a été fortement associée a un développement faible au niveau
du pays et inversement associée au TOC national.

Conclusion La proportion des patients présentant une trés faible AV
pré-opératoire est un indicateur simple qu'il est possible de mesurer
périodiquement pour contrdler les progres réalisés par les services
d’ophtalmologie. De plus, Internet peut étre un outil efficace dans le
de développement et la prise en charge d’'un réseau de recherche
ophtalmologique capable de fournir un instantané mondial de I'activité
des services, en particulier dans les pays en voie de développement.

Pe3rome

OCTPOTa 3peHNA 1O onepannun’y 6OIIbHI)IX, KOTOPBbIM HA3HAYE€HO XMPYPIrUI€CKO€ BMEIIATEIBCTBO 110
mOBOAY KaTapaKThl, 1 YPOBE€HDb Pa3BUTUA CTPAH: ro6aIbHOe NccaenoBaHme

Iens Onmcarb B IpefoNepalliOHHOM IIeprojie KOHTUHIE€HT
OOJbHBIX, NepeHeCIINX ONePalUIo N0 YHATeHUI0 KaTapaKThl,
U MCCTIEN0BATh KOPPE/LILNI MEXXLY KOHTMHI€HTOM OO/bHBIX,
YPOBHEM pa3BUTHA CTPaHBI (M3MepAEMBIM MHIEKCOM PasBUTHA
yeymoBeyeckoro norenmyana [VIPYII] n ynciom omepanmit o
ynmanernio kKarapaktsl (YOYK) Ha 1 MITH YenoBek HacelmeHUA
B IOf.

Meroasr O¢dranpmonoram u3 50 crpan O6bUIO HampaBIeHO
IIpUITIAllleHIe BCTYIITh BO BHOBD CO3/JaHHYI0 MeXX[yHapOIHYIO
ceTb 0QTANTBPMONOINIECKUX MCCIEZOBAHMI. VIX Takxe
MIPOCH/IN 3aIIOJIHUTD pasMeleHHYI0 B VIHTepHeTe aHKeTy U
COOOIIUTD JaHHbIE O IJIA3HBIX OO/NbHUIIAX, B KOTOPBIX OHU
paboraot. Te, KTO 3alOTHMI aHKeTY, HOMy4rwan GopMy s
cbopa geMorpaduuecKux M KIMHUYECKMX JaHHBIX 0 100
HOC/IeIOBATeIbHO MOCTYHNUBIINX OOMBHBIX, KOTOPBIM OblIa
Ha3Ha4YeHa XVMPYprudeckas olepamys 0 MOBOAY KaTapaKThbl.
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CrpaHbl ObUIM pasfie/ieHbl Ha IATh KaTerOpUil 10 YPOBHIO
MPYII, a g1 nccnemoBaHuii KOppensuil UCIonIb30BaIach
MHOTOMEpHas perpeccus.

Pesynbrarer Odranbmonorn us 112 rmasHeix 6ompHn (13
KOTOPBIX 54% OBUIM HErOCyapCcTBEHHbIMM) B 50 cTpaHax
NpefocTaBunyu faHHble o 11048 mponenypax 1o IOBOAY
KaTapakTbl 3a eBATh MecsALes 2008 roga. bonbHble, y KOTOpBIX
ocrpota 3penns (O3) mydiiero 171asa 1o oreparym 6bIa HIbKe
6/60, cocTaBsiin B c1abopasBUTHIX cTpaHax 47% obueit
YMCTEHHOCTY KOHTMHTIEHTA, a B Pa3BUTHIX CTpaHax — 1%
(P<0,001). B cymme 72% r171a3, Ha KOTOPBIX ObIIM IIPOBEIEHBI
onepauuu, umenn O3 Hmxe 6/60. Oyenp Huskasa O3 fgo
oIepanyy 10 IMOBOAY KaTapaKTbl CUIbHO KOppenupoBaa ¢
HU3KUM YPOBHEM pPas3BUTUsA CTPaHBl U Obla 06paTHO
IpONOpLMOHabHA ee nokasatento YOYK.
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Bsisop [lonst 60mpHbIX ¢ 04eHb HU3Koi O3 [0 omepaunn
SIBJISIETCST HECTIOXKHBIM II0Ka3aTesieM, KOTOPBLIL 63 TPpy/ia MOXKHO
[IePUOJMYECK OIIPefesIsiTh, YTOOBI OTC/IEXUBATD IIPOrpecc
odranbmonornyeckux ycnyr. Kpome roro, apdextnBHbM
MHCTPYMEHTOM pa3BepTBHIBAHMA U MOJJEPXKU CeTu

Shaheen P Shah et al.

O(bTaTIbMOJ'IOI‘I/I‘-IeCKI/IX I/ICCHC,HOB&HI/IVI, NO3BO/IAKOIINM [E/1aTb
«MOMEHTATbHbIE CHUMKI» PE3YIbTATOB YCIYT B O6U.IeMI/IpOBOM
MaCI_LITa6e, 0COOEHHO B pa3BUBAKIINXCA CTpaHaX, MOXET
CIYXUTb I/IHTepHeT.

Resumen

Agudeza visual preoperatoria en los pacientes sometidos a cirugia de cataratas y estado de desarrollo de los

paises: un estudio global

Objetivo Describir la variedad de casos quirtirgicos preoperatorios en
pacientes sometidos a extraccion de cataratas y examinar las asociaciones
existentes entre la variedad de casos, el nivel de desarrollo del pais (de
conformidad con la medicion del indice de desarrollo humano [IDH]) y las
tasas de cirugia de catarata (TCC).

Métodos Se invit6 a oftalmdlogos de 50 paises a que se unieran a la
recién creada Red Internacional de Investigacion Ocular y se les solicitd
que completaran un cuestionario basado en web sobre sus hospitales
oftalmoldgicos. Aquellos profesionales que cumplieron lo solicitado
recibieron un formulario de recopilacion de datos para el registro de
datos demogréficos y clinicos de 100 pacientes consecutivos que se iban
a someter a una cirugia de cataratas. Se clasifico a los paises en cinco
categorias de IDH y se utilizd una regresion multivariable para evaluar
las asociaciones.

Resultados En el afio 2008, oftalmologos de 112 hospitales oftalmologicos
(el'54% de ellos no gubernamentales) de 50 paises proporcionaron datos

sobre 11.048 cirugias de catarata durante 9 meses. Los pacientes cuya
agudeza visual (AV) antes de la intervencion era < 6/60 en el mejor ojo
constituyeron el 47% de la variedad de casos total en los paises poco
desarrollados, cifra que fue del 1% en los paises desarrollados (P <0,001).
En términos generales, el 72% de 10s ojos sometidos a cirugia presentd
una AV <6/60. Una AV muy baja antes de la cirugia de cataratas estaba
fuertemente relacionada con un bajo nivel de desarrollo a nivel nacional
e inversamente relacionado con la TCC del pais.

Conclusidn La proporcion de pacientes con una AV preoperatoria muy
deficiente es un indicador simple que se puede medir facilmente con
cierta regularidad con el fin de supervisar los avances de 10s servicios
oftalmoldgicos. Asimismo, Internet puede convertirse en una herramienta
eficaz para el desarrollo y apoyo de una red de investigacion oftalmoldgica
capaz de ofrecer una vision global de la actividad de los servicios,
especialmente en los paises en desarrollo.
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