
Cataract in India 
In 1976, the government of India started a national programme 
for control of blindness and prevention of visual disability. 
And the principal cause of blindness in India today is cataract 
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few years ago, a woman aged 
38 was brought to an eye camp 
in India. She could hardly see 
her way; she had been blind 
for nearly two years. Her hus

band was a village schoolteacher. 
Neither of them knew the cause of 
her blindness which was actually 
advanced cataract in both eyes, nor 
what could be done to restore her 
vision. The husband abandoned her 
and married another woman, and 
she was taken care of by her pa
rents. In the eye camp, a simple 
operation restored her vision. 

Many people today are not aware 
than an opacity in the lens of the 
eye can cause loss of vision, and 
that a simple operation could re
store it. It is not uncommon to see 
people developing cataracts even in 
youth. 

In 1976 the government of India 
(nearly 1.4 per cent of whose 750 
million people are blind) started a 
national programme for control of 
blindness and prevention of visual 
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disability. The principal cause of 
blindness in India today is cataract, 
responsible for between 50 and 90 
per cent of all cases, depending on 
the area. Recent studies show that 
there are 21 million eyes with ad
vanced cataract requiring opera
tions. Nearly seven million people 
are unable to work because of visu
al loss in both eyes, -and another 
seven million have poor vision in 
one eye, owing to cataract. 

Every effort is being made to 
strengthen the eye care services at 
different levels so that curable 
blindness due to cataract can be 
completely eliminated before the 
year 2000. At present, about 
800,000 cataract operations are 
performed each year, and it is plan
ned to increase this number rapidly. 

Patients recovering from their oper
ations at a temporary eye camp 150 
miles from New Delhi. 
Photo WHO/J. Schytte 

There are 6,000 qualified eye doc
tors in India, but the hospitals lack 
sufficient beds to admit all patients 
needing cataract surgery. Since the 
beginning of the twentieth century, 
therefore, eye camps have been 
organized. 

Schools, and other public build
ings serve as temporary eye hospi
tals with one or two suitable rooms 
fitted out as operating theatres after 
thorough cleaning~ Local voluntary 
organizations conduct propaganda 
in the area and mobilise all the 
people needing eye care. Eye sur
geons and nurses are brought from 
the nearest cities. Amenities such 
as toilets and piped water are 
provided. 

In these eye camps, 200 to 300 
cataracts are operated on in a single 
day by the team of surgeons. De
pending on the need, operations 
may take place on one or more 
days. Post-operative care is pro
vided in the camp for seven days 
following surgery, and standard 
aphakic glasses are given free to the 
patients. 

Initially, volunteer eye surgeons 
from mission and other hospitals 
did this pioneering work. More 
people had their sight restored in 
eye camps than in eye hospitals. 
With the launching of the national 
programme almost all the govern
ment hospitals have organised eye 
camps using the mobile ophthalmic 
services provided by the State, but 
50 per cent of all cataract oper
ations are still done by volunteer 
agencies. 

In these camps operations are 
performed free and the patients are 
also provided with food. But free 
food, transport and surgery are not 
sufficient to attract all the people 
requiring operations. Recently, a 
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survey was conducted to identify 
the constraints preventing people 
from coming to hospitals or eye 
camps. Many of them said they 
needed somebody to bring them to 
the hospital or camp and that they 
did not have enough money to pay 
for small incidental expenses. Some 
were afraid to have the operation. 
Thus 80 per cent of all people 
advised to have surgery did not 
come for it even after one year. 

Most of those who did come for 
surgery had advanced cataracts. 
There are many people who are 
economically blind owing to 
cataract, and who become depen
dent on their families for support. 
In the early days, cataracts were 
operated on only when they were 
at a very advanced stage; today 
awareness must be created to con
vince such people that they should 
come early, before they have diffi
culty in doing their jobs. 

One way to increase the number 
of cataract operations is being tried 
at Aravind Eye Hospital, Madurai, 
which is run by a public charities 
trust. It has a main building which 
can accommodate 250 paying pa
tients and another with room for 
350 free patients. In the latter 
building, the out-patient examin
ation, treatment, surgery and in-

26 

patient stay are provided free . 
Some 60 to 65 per cent of these 
patients also get free transport and 
food . Permanent facilities are avail
able in both wings to perform an 
average of 100 cataract operations 
per day. Since most of the patients 
are from the countryside, which 
makes post-operative care difficult, 
they are usually kept as in-patients 
for about a week. 

With the help of field organiz
ations, screening eye camps are also 
organized. Every week, 10 to 12 
such camp sessions are held. Village 
leaders, religious groups, or service 
organizations help by conducting 
local propaganda for these camps 
and providing a place where pa
tients can be examined by medical 
officers and ophthalmological assis
tants. All external eye diseases and 
refractive errors are treated and 
glasses prescribed. Those who need 
operations for cataract, glaucoma 
or tear-duct obstruction are brought 
to Aravind Eye Hospital the same 
day if possible. 

It is not easy to find suitable 
places to hold eye camps. Since 
most screening camps are held for 
only one day, a school or other 
building in the village can be used. 
For operation eye camps, it be
comes costly to install temporary 

As many as 80 per cent of people 
advised to have cataract surgery were 
afraid to come forward for the simple 
operation or could not pay for it. 
Photo W HO/J. Schytte 

toilets and electrical connections. 
Nor is it easy to get volunteers to 
work for a week or ten days in the 
operation camps, and food and 
sanitary arrangements are becom
ing more expensive. 

So a permanent base hospital 
with a large number of beds and 
well-organized screening eye camps 
facilitates identifying and recruiting 
more people who need sight resto
ration. It is also easier to maintain a 
high quality of surgery and post
operative care at the base hospital. 
Thus, wherever there is a dense 
population with fairly good com
munications connecting the rural 
areas, this arrangement seems to be 
the most cost-effective and permits 
maximum use of available man
power (eye surgeons, trained nurses 
and ophthalmological assistants). In 
1985, 20,000 cataract operations 
were performed at the Aravind 
Hospital, and it is planned to in
crease this number considerably in 
the coming years. • 
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