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Cataract treatment for
elderly patients
The surgical treatment of cataract has seen great advances over the past decade, revolutionising the
delivery of care to patients with this condition. The prevalence of cataract is greatest among the
elderly and they have much to gain from these developments. Drs Nicholas Wride and David Allen
discuss some of the issues surrounding the treatment of elderly patients with cataract in the UK.

DR NICHOLAS WRIDE is a specialist registrar in
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A

ge-related cataract is the single most
important cause of reversible visual
impairment. It has been estimated that
about half of all patients in their seventies will have a
signiﬁcant cataract and by their nineties, almost
everyone will be affected1. One of the consequences,
therefore, of the demographic shift towards old age
that we are witnessing in the population of the
Western world is an increase in the amount of
cataract. The only effective treatment for cataract
remains surgical and involves the removal of opaciﬁed
crystalline lens ﬁbres and replacement with an
artiﬁcial intraocular lens, if at all possible.
Cataract surgery is already the most common
surgical procedure carried out in the developed world,
with over 300,000 operations performed by the NHS
alone in the year 2005–20062. This number is set to
increase in the future with a greater recognition of
unmet need and escalating patient expectation as
surgical techniques improve. This presents a challenge
to both healthcare professionals to deliver high quality
care, and to healthcare policy decision-makers who
must target limited resources to maximum beneﬁt.

Visual impairment in the elderly
The intact visual system is an important sense,
enhancing the quality of life of the elderly and
impacting signiﬁcantly on morbidity. The increase of
visual impairment with age is associated with a
reduced functional status and well-being with a
magnitude comparable to major medical conditions3.
Its effects on nursing home placements4, increased

use of community support services5 and mortality6
have been well documented.

Cataract formation
Anatomical changes of the crystalline lens occur
throughout life with a gradual increase in its overall
size and changes in its chemical composition. Waste
products accumulate within its structure over a
lifetime. External inﬂuences — such as the causal
association of ultraviolet radiation and the effects
of cigarette smoking7 — affect the lens ﬁbres and
the progressive clouding of a once optically clear
structure occurs, causing a cataract. The changes
are often bilateral but may be asymmetric.

Symptoms of cataract
Typically patients become aware of a gradual reduction
in their vision. This can interfere in any number of
vision-assisted activities of daily living, from difﬁculty
with viewing distant objects to problems with reading.
They may also be troubled by excessive glare in bright
conditions, such as when the sun is low on the horizon.
Difﬁculties can occur with contrast sensitivity, and
colour appreciation can also be problematic, as the
yellowing cataract reduces transmission of light from
the blue end of the visual spectrum.

Referral to eye services
In the UK patients will usually present, in the ﬁrst
instance, to their optician who will refract (testing for
focusing errors, ie, the need for spectacles) and
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perform a basic ocular examination. If vision cannot
be improved with glasses and cataract is noted, they
are then referred on to the local eye service, either
directly by locally instituted cataract referral pathways
or via the GP for consideration for cataract surgery.
At the outpatient clinic visit the decision to operate
comes after a thorough history, examination and
discussion with the patient regarding the perceived
risks and beneﬁts of surgery to that individual. There
are a number of questionnaires available to help
assess the possible handicap attributable to cataract,
concentrating on functional disability due to poor
vision, but are mainly used as research tools. The
timing of surgery is no longer dependent on the
cataract being very advanced or ‘ripe’, although many
elderly patients we see continue to believe this.
Surgical techniques have advanced greatly over recent
years with safer proﬁles and rapid visual
rehabilitation. Indeed, the risks of serious
complications may now be greater if the cataract has
been left to an advanced stage8.

Operative technique
Cataract surgery in the UK has seen a dramatic shift
over the past 10–20 years. From being a
predominantly inpatient based procedure requiring
general anaesthesia, it has now almost exclusively
performed under local anaesthesia as a day case. The
modern and preferred method of cataract extraction
is ‘phacoemulsiﬁcation’ of the cataractous lens. This
involves the controlled ultrasonic shattering of the
crystalline lens structure within the eye combined
with aspiration of the fragments using a single
handpiece controlled by the surgeon. Access to the
lens is achieved through an incision in the cornea or
sclera which is 2–3mm in width. This small size allows
for a more controlled operating environment and less
likelihood of altering the shape of the cornea postoperatively compared with the signiﬁcantly larger
incisions required by the older manual lens extraction
method. The capsular bag containing the native lens is
deliberately left behind to allow placement of an
artiﬁcial clear lens implant towards the end of the
procedure. This ‘in-the-bag’ placement of the lens
simulates closely the physiological state. Sutures to the
wound are rarely needed as it is designed to be selfsealing. An injection of antibiotic is administered into
the anterior chamber at the end of the procedure to
reduce the incidence of post-operative
endophthalmitis. This is the most feared
complication following cataract surgery and can lead
to complete visual loss but with the addition of this
antibiotic the incidence can be reduced to
approximately 0.05 per cent9.
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Outcomes
Visual outcomes following modern cataract surgery
are excellent with signiﬁcant advances made in the
reduction of perioperative complications and
improvements in uncorrected visual acuity through
improved preoperative planning and lens design. Of
all patients undergoing cataract surgery, 85–90 per
cent will have 6/12 best corrected Snellen visual acuity
(the driving standard), and this ﬁgure rises to 95 per
cent in patients with no ocular co-morbidity10.
Although modern cataract surgery is minimally
invasive and fast, there are still risks attached to it.
Endophthalmitis has been highlighted earlier, but
around one per cent of patients will have a
complication that will reduce the ﬁnal vision, and
around 0.1 per cent will have very serious sightthreatening complications and be functionally blind in
the operated eye. Developments around lens selection
and lens design have played a big part in this overall
improvement. Within the NHS, patients are offered a
unifocal lens calculated to give them good distance
vision, but requires spectacles for near vision. This is
not unlike the presbyopic situation, which most
patients would have been familiar with preoperatively.
Manufacturers are constantly seeking to reﬁne their
lenses and the multi-focal lens market, aimed at
rendering patients completely spectacle free, is an
expanding ﬁeld.

Cataract surgery and the elderly
This patient group present a number of speciﬁc
challenges when it comes to cataract surgery. Due to
their age they often have other eye-related illnesses
and medical conditions that could inﬂuence the
outcome of surgery.

Age as a risk factor
As the demand for cataract surgery increases, it has
become clear more information is required to help
reﬁne future health policy. Interest in incorporating
patient-derived, subjective measures of quality of life,
satisfaction with health and functional status are
increasing11 — and it has been recognised that
patients’ self-assessed visual ability before and after
surgery is a better measure of the surgical result than
visual acuity alone12. The evidence on whether older
age is a signiﬁcant predictor of worse visual acuity
outcome or not is, at present, conﬂicting. Lundström
et al13 found that age as a single variable was not
associated with a worse outcome when data was
adjusted for the higher incidence of ocular comorbidity in the elderly. Norregaard et al14 have,
conversely, reported the opposite. Despite this,
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however, it is clear that cataract surgery improves
vision and patient satisfaction in the elderly age group.
Surgery is beneﬁcial, even when life expectancy is
taken into account15.

Cataract surgery and AMD
Age-related macular degeneration (AMD) is the most
common irreversible cause of visual loss within the
developed world16, so it is little surprise to note an
increase in co-morbidity in elderly patients presenting
with cataract. The frequency of AMD in a European
survey of patients undergoing cataract surgery was
found to be 13.7 per cent17. This percentage is likely to
rise in the future as the numbers of elderly patients
increases. The question arises as to whether the cause
of reduced visual acuity is due to cataract, AMD or a
mixture of both and whether cataract surgery in these
cases is beneﬁcial. There are few practical tools
available in the clinic to help predict the likely beneﬁt
of cataract surgery among individuals with these
conditions preoperatively. However, there is evidence
to show that good postoperative visual acuity is
achievable in patients with early changes of AMD18
and signiﬁcant beneﬁts from surgery in terms of visual

acuity and quality of life is possible in moderate
cases19. It is, therefore, vital that a full and frank
discussion is undertaken, highlighting realistic aims
and expectations from surgery. From published
reports, we know that approximately two-thirds of
patients with signiﬁcant AMD are satisﬁed with their
vision following surgery20. Although the prognosis
may be more guarded in these situations, surgery
should certainly be considered for most cases with
moderate cataract. A question that still remains to be
answered satisfactorily among this group is whether
or not cataract surgery has a detrimental effect on the
natural history of AMD. It has been postulated that
the changes ageing causes in the natural lens may, in
fact, offer protection to the macula and by its
removal the macula then becomes exposed to
potentially damaging radiation at the blue/violet end
of the spectrum.

Surgery for the second eye and the impact on
waiting lists
Cataract is frequently a bilateral, though asymmetric,
condition. The beneﬁts of surgery are well
documented21. What has become increasingly clear is

52 Ophthalmology
Key points

References

• Cataract is the most common cause of reversible
blindness.
• Signiﬁcant improvement in vision and patient
satisfaction is achievable among the elderly
population following cataract surgery.
• Although ocular co-morbidities such as agerelated macular degeneration are more common
in the elderly, patients still beneﬁt from surgery.
• Modern cataract surgery is now routinely done as
a day case with rapid visual rehabilitation.
• Surgery to the second eye is beneﬁcial to the elderly.
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that cataract surgery on the second eye is beneﬁcial if
cataract is present. Patients who undergo surgery to
both eyes demonstrate signiﬁcantly greater
improvement in functional impairment in visually
demanding activities of daily living. They gain
increased satisfaction with vision and signiﬁcantly less
self-reported trouble with their vision than patients
who underwent cataract surgery in only one eye. This
improvement associated with surgery in the second eye
was also greatest in older patients. The
recommendation for cataract surgery in the second eye
ought to be the same as that for cataract surgery in the
ﬁrst eye — namely, impairment in the patient’s ability
to function in everyday life that is thought to be related
to cataract and is of concern to the patient22.
Recent public and political concern has centred on
prolonged waiting times for surgery. A recent study has
shown that in the elderly population, patients waiting
an average of nine months for surgery demonstrated no
signiﬁcant increase in visual symptoms or decrease in
cognitive function during this period23.

Conclusion
Cataract surgery has seen great advances, bringing
real beneﬁts to many patients. Surgery is now more
convenient for patients, being performed as an
outpatient procedure under local anaesthesia for
the majority of cases. A rapid postoperative
recovery means that patients are not unduly
inconvenienced and should be able to return to
their daily routine quickly. The recent increase in
capacity for surgery in the UK and a waiting time
for surgery that is now less than 13 weeks means
many more people are beneﬁting from this
procedure and the improvement in their quality of
life in the process is a real plus to patients. Surely
this counts as one of the most signiﬁcant healthcare
success stories of recent times.
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