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1. Zusammenfassung der Arbeit in deutscher Sprache
1.1  Einfihrung

Trotz grofl3er Fortschritte in der operativen Versorgung ist die Katarakt weiterhin die
haufigste Blindheitsursache weltweit (Pascolini und Mariotti, 2012). Die Mehrzahl der
Betroffenen findet sich in Entwicklungslandern; allein in Indien leben trotz starken
Steigerungen der Kataraktoperationsraten noch etwa acht Millionen durch eine Katarakt
erblindete Menschen (Finger, 2007; Murthy et al., 2008). Blindheit steht in einem engen und
sich teils gegenseitig bedingenden Zusammenhang mit Armut (Gilbert et al., 2008; Kuper et
al.,, 2008); sie hat eine reduzierte Lebensqualitdt (Finger et al., 2011a) und einen
geringeren sozialen Status (Sengupta und Agree, 2002) zur Folge. Die einzige Therapie
der Katarakt — der chirurgische Ersatz der getribten kristallinen Linse durch ein klares
optisches Medium, die implantierte Kunstlinse — ist bei guter Operationsqualitat hocheffektiv
in Bezug auf das anatomische und funktionelle Ergebnis. Der Eingriff ist zudem in hohem
Mal3e wirtschaftlich (Baltussen et al., 2004). Die Operationsqualitat ist allerdings nicht
immer optimal, weswegen in Entwicklungslandern zum Teil betrachtliche Anteile der
operierten Patienten weiterhin hochgradig sehbehindert oder gar blind bleiben (Dandona,
2001; Dandona et al., 2003).

Die in den Millennium-Entwicklungszielen der Vereinten Nationen aufgestellten acht
internationalen Zielsetzungen beinhalten unter anderem die wesentliche Verringerung von
extremer Armut sowie die Forderung der Gleichberechtigung der Geschlechter und der
globalen Entwicklungszusammenarbeit (United Nations, 2012). Aufgrund der hohen
Erfolgsraten und der Wirtschaftlichkeit der Kataraktchirurgie ist anzunehmen, dass der
Eingriff einen positiven Einfluss auf die globale Armutsverringerung im Sinne der
Millennium-Entwicklungsziele hat. Vor diesem Hintergrund untersucht die vorliegende
Studie den Einfluss der erfolgreichen Kataraktoperation in Sud-Indien auf Armut, sozialen

Status und sehbezogene Lebensqualitét.



1.2 Methoden

Rekrutierung

Die vorliegende prospektive Studie wurde von Marz 2009 bis Juli 2010 in Tamil Nadu
durchgeflihrt, einem bevolkerungsreichen Bundesstaat in Sud-Indien. Die Studie wurde
wahrend des Studienzeitraumes in die Routineversorgung einer Augenklinik (Sankara Eye
Care Institutions, Coimbatore) eingebunden, um die tatséchliche Versorgungspraxis
abzubilden, die in einer anderen Publikation ausfuhrlicher beschrieben wurde (Finger et al.,
2011b). Es wurden arme Kataraktpatienten (entsprechend einem Monatseinkommen von
unter 1200 Indischen Rupien = ca. 18 Euro zum Zeitpunkt der Studie) mit einem Visus
unter 0,1 am zu operierenden Auge (Logarithmus des Dezimal-Fernvisus = logarithm of the
minimum angle of resolution = LogMAR 1,0) rekrutiert, die bei regelmalligen Screening-
Aktivitaten der Klinik im landlichen Tamil Nadu identifiziert wurden und die sich aufgrund
eines niedrigen Monatseinkommens fir eine kostenlose Kataraktoperation qualifizierten.
Préaoperativ. wurden eine augenarztliche Untersuchung (inklusive medikamentdser
Mydriasis) und eine Biometrie zur Berechnung der geeigneten Intraokularlinsenstarke
durchgefiihrt. Eine vorhergehende Kataraktoperation am Partnerauge war ein
Ausschlusskriterium. Ebenso wurden Patienten ausgeschlossen, bei denen die Katarakt
durch den untersuchenden Augenarzt nicht als Hauptgrund der Visusminderung eingestuft

wurde.

Datenerhebung

Bei den Studienteilnehmern wurde in Lokalanésthesie eine Kataraktoperation mit
Implantation einer Intraokularlinse (Manual Small Incision Cataract Surgery, SICS)
durchgefihrt. Die Bedingungen entsprachen der Routineversorgung in der Augenklinik in
Coimbatore. Die Operation, der Transport und der Krankenhausaufenthalt waren flr die
Patienten kostenlos. Nach der Operation wurden die Patienten zunachst kurzfristig (einen
bis wenige Tage) in der Klinik kontrolliert und dann zurtick in ihre Wohngegend gebracht.
Sie wurden zur Nachkontrolle beim né&chsten Outreach-Camp eingeladen, welche im

Normalfall einen Monat spater am selben Ort stattfand.



Praoperativ (in der Klinik) und ein Jahr nach der Operation (am Wohnort der Teilnehmer)
wurde eine standardisierte Fern-Sehscharfenprifung durchgefihrt. Hierbei wurden der
unkorrigierte Visus sowie der Visus mit stenopaischer Licke erhoben. Falls der Patient
Uber eine Fernbrille verflgte, wurde der Visus mit Brillenkorrektur erhoben.

Es wurden mittels standardisierter Fragebdgen durch einheimische Interviewer in der
ortlichen Sprache (Tamil) Daten zu Demographie, Armutsentwicklung, sozialem Status und
sehbezogener Lebensqualitat erhoben.

Die Armut der Patienten wurde anhand einer Selbsteinschatzung des
Haushaltseinkommens in eine quantitative Kategorie und anhand von Angaben zur eigenen
Erwerbstatigkeit (hier definiert als Tatigkeit, die direkt oder indirekt Einkommen
erwirtschaftet) und der Anzahl der erwerbstatigen Haushaltsmitglieder evaluiert. Der Besitz
von Wertgegenstanden - wie z. B. Hausbesitz, Besitz eines Fahrrads oder Autos - wurde
nicht herangezogen, da innerhalb eines Jahres keine ausgepragten Anderungen zu
erwarten waren und daher ein Einfluss der Operation nicht abgebildet werden kdnnte
(Kuper et al., 2010).

Da Behinderung (darunter auch Sehbehinderung oder Blindheit) haufig mit
gesellschaftlichem Ausschluss und Stigmatisierung einhergeht und da verwitwete
Menschen in Indien hierdurch besonders betroffen sind (Foley und Chowdhury, 2007),
wurde der soziale Status in dieser Studie durch Wiederverheiratungsraten von verwitweten
Patienten als Surrogatparameter flr verminderten sozialen Ausschluss und Stigmatisierung
erhoben.

Die sehbezogene Lebensqualitat wurde mittels eines in Tamil Nadu validierten
strukturierten Fragebogens (IND-VFQ-33) mit den Subskalen Aktivitatseinschrankung (z. B.
Lesen, Teilnahme an gesellschaftlichen Veranstaltungen), Mobilitdt, psychosozialer
Einfluss (z. B. Angst, Sorgen) und visuelle Symptome (z. B. Blendung) ermittelt (Gupta et
al., 2005; Murthy et al., 2005). Der Fragebogen wurde im Rahmen der Studie durch Rasch-
Analyse noch weitergehend validiert (Finger et al., 2011a).

Die Daten wurden vor der Operation und ein Jahr spéter erhoben.



Ermittlung der StichprobengrofRe

Da keine Daten bezuglich des zu erwartenden Effekts der Kataraktoperation auf
Haushaltseinkommen oder Wiederverheiratungsraten vorlagen, basierten wir unsere
Berechnungen der Stichprobengrof3e auf publizierte Daten des Einflusses auf die Pro-Kopf-
Ausgaben (Kuper et al., 2010). Bei Erwartung eines Quotenverhéaltnisses (Odds Ratio) von
1,6 bezuglich der Verbesserung der Einkommenskategorie errechneten wir bei einer
Teststarke von 0,8 und einem Signifikanzniveau von p=0,05 die Anzahl von 293
Teilnehmern. Zur Kompensation nicht nachkontrollierbarer Patienten strebten wir daher 330

rekrutierte Teilnehmer an.

Statistische Auswertung

Eine Kataraktoperation wurde als erfolgreich gewertet, wenn sie eine Verbesserung der
Fernsehscharfe auf mindestens LogMAR 0,5 erreichte (entsprechend einem Visus von ca.
0,32), da dieses Sehscharfenniveau mit fast keinen messbaren Beeintrachtigungen
einhergeht. Der IND-VFQ-33 wurde durch Rasch-Analyse mit Hilfe der Software Winsteps
(Version 3.68; Chicago, lllinois) psychometrisch evaluiert (Finger et al., 201l1a). Die
Assoziation von verschiedenen Einflussfaktoren und Armut, Sozialstatus und
Lebensqualitat wurde anhand logistischer Regression berechnet (SPSS Version 19.0,
SPSS Science, Chicago, IL, USA).

Die Untersuchungen dieser Arbeit wurden auf der Grundlage der revidierten Deklaration
von Helsinki des Weltarztebundes (1983) und den entsprechenden gesetzlichen

Grundlagen durchgeftihrt.

1.3 Ergebnisse

Soziodemographische Daten
Von 313 rekrutierten Patienten konnten 19 (6 %) nach einem Jahr nicht erneut befragt

werden. Von den somit 294 Teilnehmern mit einem Durchschnittsalter (x



Standardabweichung) von 60 + 8 Jahren waren 54 % mannlich. Weitere 21 Teilnehmer, die
bis zur Nachkontrolle am zweiten Auge eine Kataraktoperation erhielten, wurden von allen

nicht-deskriptiven Analysen ausgeschlossen.

Visusergebnisse

Der LogMAR des besseren Auges verbesserte sich von 0,7 praoperativ auf 0,3 bei der
Nachkontrolle (p<0,001). ElIf Prozent der Teilnehmer blieben sehbehindert, verglichen mit
67 % vor der Operation (p<0,001).

Einfluss auf Armut und sozialen Status

Postoperativ waren signifikant mehr Teilnehmer erwerbstatig (77 % gegenuber 44 % vor
der Operation, p<0,001) und die Anzahl der Patienten, die aufgrund schlechten
Sehvermdégens nicht arbeiteten, sank von 76 auf vier. Der Anteil an Patienten mit einem
Haushaltseinkommen unter 1000 Indischen Rupien monatlich (zum Studienzeitpunkt ca. 15
Euro) sank von 49 % auf 20 % (p<0,05). 122 Patienten (46 %) verbesserten sich um
zumindest eine Einkommenskategorie. Patienten mit erfolgreicher Kataraktoperation hatten
eine geringere Wahrscheinlichkeit, in den niedrigen Kategorien des Haushaltseinkommens
zu bleiben (OR 0,05-0,22; p<0,02) und eine hohere Wahrscheinlichkeit der Erwerbstatigkeit
(OR 3,28; p = 0,006).

Vor der Operation waren 80 Patienten (27 %) verwitwet, von denen im Laufe des Jahres 28
erneut heirateten, wahrend 47 Patienten weiter verwitwet blieben (finf Teilnehmer konnten
nicht nachkontrolliert werden). Bei der Subanalyse nach dem Geschlecht zeigte sich, dass
neun von dreizehn mannlichen Witwern (69 %) erneut heirateten, wahrend die weiblichen
Teilnehmer nur zu 31 % eine neue Ehe eingingen (19 von 62). Praoperativ verwitwete
Patienten mit erfolgreicher Kataraktoperation hatten eine signifikant erhdhte
Wahrscheinlichkeit der Wiederverheiratung (OR 0,02; p = 0,008).

Einfluss auf die Lebensqualitat
Alle vier Subskalen des IND-VFQ-33 konnten mittels Rasch-Analyse validiert werden. Es

wurden im Weiteren nur die drei Subskalen zu Aktivitdtseinschrankung, Mobilitat und



psychosozialem Einfluss analysiert, da die vierte Subskala (visuelle Symptome) keine
zusatzlichen Informationen lieferte. Die sehbezogene Lebensqualitdt zeigte in allen
analysierten Subskalen eine signifikante Verbesserung nach der Operation (jeweils
p<0,001). Bei der Subanalyse war die erfolgreiche Operation (definiert als
Sehscharfenverbesserung auf mindestens LogMAR 0,5) im Vergleich zur nicht
erfolgreichen Operation signifikant mit einer Verbesserung in allen Subskalen assoziiert.
Positive Veranderungen bei Erwerbstatigkeit und Ehestand zeigten dagegen keine
signifikanten Verbesserungen in den Subskalen. Ein postoperativ verbessertes
Haushaltseinkommen zeigte in der Subskala des psychosozialen Einflusses eine
signifikante Assoziation (p=0,034), nicht aber in den Subskalen Mobilitat und
Aktivitatseinschrankung.

1.4 Diskussion

Nach erfolgreicher Kataraktoperation zeigten sich bei den untersuchten Patienten in Sid-
Indien ein verbesserter Visus und ein Anstieg der sehbezogenen Lebensqualitat. Die
erfolgreiche Operation war zudem mit Verbesserungen der Erwerbstatigkeit, des
Haushaltseinkommens und der Wiederverheiratungsrate assoziiert. Die Ergebnisse
unterstreichen die Bedeutung einer qualitativ guten Kataraktchirurgie, da die Folgen einer
nicht erfolgreichen Operation nicht nur den Visus betreffen, sondern auch die aufgezeigten

weiteren positiven Effekte nicht eintreten.

Allgemeine (d. h. nicht augenspezifische) und sozio6konomische Einflisse der
Kataraktoperation in Entwicklungslandern wurden bisher nur wenig untersucht (Kuper et al.,
2008). Einige Studien konnten Verbesserungen der sehbezogenen Lebensqualitat (Polack
et al., 2010a), steigende Pro-Kopf-Ausgaben (Kuper et al., 2008) und eine Zunahme der mit
produktiven Téatigkeiten verbrachter Zeit (Polack et al.,, 2010b) nach Kataraktchirurgie

aufzeigen. Diese Daten werden durch unsere Ergebnisse gestitzt.
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In mehreren Studien in Indien und anderen Entwicklungslandern konnte als wichtige
Zugangsbarriere zur Kataraktchirurgie die Armut des Patienten identifiziert werden (Finger
et al., 2007; Kessy und Lewallen, 2007; Nirmalan et al., 2004). Das Wissen uber schlechte
Operationsergebnisse kann durch Verminderung der Akzeptanz einer angebotenen
Kataraktoperation ebenfalls als Barriere fungieren (Dandona et al., 2001; Finger et al.,
2011b). Die in der vorliegenden Studie gefundenen positiven Auswirkungen der
erfolgreichen Kataraktoperation zeigen die Notwendigkeit der grof3eren Akzeptanz der
angebotenen Operationen. Die kataraktchirurgischen Dienstleistungen sollten daher zur
Steigerung der Akzeptanz qualitativ gut sein, regelmafiig vom selben Anbieter in derselben
Gegend angeboten werden und an die ortliche Bevolkerung angepasst sein (Finger et al.,
2011b).

Die Wiederverheiratungsraten in Sud-Indien werden auf etwa sechs bis 20 % fir Frauen
und 60 bis 65 % fur Manner aller Altersgruppen Uber die verbleibende Lebenszeit geschatzt
(Bhat und Kanbargi, 1984). Verglichen mit diesen Schéatzungen fiur die
Allgemeinbevolkerung zeigen unsere Ergebnisse hohe Wiederverheiratungsraten, was zum
einen durch den positiven soziobkonomischen Einfluss der Kataraktoperation und zum
anderen durch Reduktion von mit Blindheit assoziiertem sozialem Stigma erklart werden
kann. Allerdings ist die Aussagekraft unserer Ergebnisse aufgrund der geringen Zahl an

verwitweten Teilnehmern (n=80) limitiert.

Zusammenfassend ist die allgemein zugangliche und qualitativ gute Kataraktchirurgie in
Okonomisch marginalisierten landlichen Gebieten nicht nur ein Beitrag zur
Blindheitsvermeidung, sondern auch ein bedeutendes Instrument der Armutsbekdmpfung

als Beitrag zum Erreichen der Millennium-Entwicklungsziele.

Zukunftige Forschungsansatze kénnten unsere Ergebnisse in einen Vergleich mit anderen
Weltregionen stellen, sowie die von uns verwandten Kriterien bezilglich Armut und
sozialem Status ausweiten und so mit anderen soziologisch-medizinischen

Untersuchungen besser vergleichbar gestalten. Als Weiterfilhrung der vorliegenden Studie
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ware eine Nachbeobachtung nach mehreren Jahren interessant, um die Nachhaltigkeit der

erzielten Veranderungen zu untersuchen.
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Introduction vision impaired after cataract surgery in a LIC setting. [15,16]
Restoration of vision, for example through cataract surgery, has
been demonstrated to enhance quality of life and participation in
daily living and, more recently, to improve household economic
status. [4].

The Millennium Development Goals (MDGs) are eight in-
ternational development goals which the United Nations (UN) and
all its member states aim to achieve by the year 2015. They
include eradicating extreme poverty, gender equality, and de-
veloping a global partnership for development. [17] With its high

Globally, cataract is the main cause of blindness with the vast
majority of cataract blind living in low income countries (LIC) [1]
and approximately eight million of those blind from cataract live
in India. [2,3] Blindness and poverty are closely linked in a cyclic
relationship, as poverty can lead to blindness from conditions such
as cataract or trachoma, and blindness can worsen poverty
through reduced economic productivity. [4,5,6,7,8] Furthermore
visual impairment leads to reduced quality of life (QoL) [9,10],
poorer general health [11], lower social status and increased success rates and cost-effectiveness, it is likely that the provision of
mortality. [12,13] Cataract surgery is a highly cost effective cataract surgery may contribute towards rct'luring poverty as part
intervention [14] and cataract surgical rates have increased sEthiEMDGs: : : ’
considerably over the past decade in many LICs, including India. Against this background, we assessed the impact of successful
) ; 4 : SHS ; ‘ first eye cataract surgery on poverty, social status and vision-
optimal, with a considerable proportion of patients still blind or related QoL (VRQoL) i South India. We Hypothesied that

However, the quality of provided cataract surgery is not always

PLOS ONE | www.plosone.org 1 August 2012 | Volume 7 | Issue 8 | e44268
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successful cataract surgery would reduce poverty, and improve
VRQoL and social status. This information is important for the
MDGs to achieve their goals and it may also help in allocating
resources to ascertain high quality cataract surgical outcomes.

Methods

Ethics Statement

Ethical approval was obtained from the ethics committees of
Sankara Eye Care Services and the University of Bonn. The study
adhered to the tenets of the declaration of Helsinki. Every
participant gave informed, written (signature or thumb imprint)
consent.

This prospective study, took place from March 2009 undl July
2010 in Tamil Nadu, India. Tamil Nadu is an industrialized and
populous state (population 62 million in 2001) with the largest
urban conglomeration in India. [18] However, there are still poor,
rural areas, which are underserviced as providers tend to be
concentrated in cities. The cataract surgical rate in Tamil Nadu is
above the Indian average, being approximately 4000 cataract
operations per million population per year. [19] This study was
embedded within routine services provided by one community
eyvecare provider, Sankara Eye Care Services, Coimbatore. The
cataract outreach program operated by Sankara has been
described in detail elsewhere. [20].

Recruitment and Follow Up

Participants who were visually impaired from cataract and had
not undergone prior cataract surgery in any eye were eligible.
Persons who were classified as poor, aged 40 years or more, and
eligible for first eye cataract surgery were recruited. Visual
impairment was defined as less than 6/60 (logarithm of minimum
angel of resolution (LogMAR) 1.0} in the eye assigned for surgery.

Recruitment took place at the base hospital after participants
had been assessed at outreach eye clinics, which are regularly
conducted. Those who agreed to participate were interviewed and
underwent a full eye examination before undergoing cataract
surgery. Patients’” transport, surgery, and inpatient hospital stays
were provided free by the hospital as patients all fell under the
poverty threshold (defined below). After cataract surgery, patients
were given eye drops, transported back to the outreach site and
told to attend the next outreach clinic (usually a month later) for
a follow up assessment of the cataract surgery. If they failed to
attend they were sent a reminder by mail. Follow-up data
collection for the study occurred at the patients’ homes at 1 year
follow up by community eye health workers local to the area who
are employed full-time by Sankara.

Ocular Assessment and Cataract Surgery

Preoperative assessment included distance visual acuity (DVA)
measurement using a LogMAR numbers or tumbling E chart at
six meters without correction or with habitual correction and with
pinhole. Participants underwent a basic eye examination by an
ophthalmologist to determine the cause of visual loss and
underwent a more detailed eye examination, including pupil
dilation, if the cause of visual loss could not be determined. Only
participants for whom cataract was the main cause of visual
impairment were included. At follow up, DVA was tested using
the same chart at six meters with habital correction or
uncorrected and with pinhole.

Manual small incision cataract surgery (SICS) with implantation
of an intraocular lens (IOL) (rigid, single piece PMMA implant)
under parabulbar anaesthesia was performed on all participants.
IOL power was determined for each individual using manual
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keratometry (Bausch and Lomb) and an ocular ultrasound A scan
(Echorule 2, Biomedix Optotechnik & Devices, India).

Measures of Poverty

Participatory approaches in ranking wealth have been found to
yield useful data and valid information on household wealth.
[21,22] The economic part of the baseline questionnaires was
extensively discussed with key informants and patients in focus
groups prior to the current study in order to reflect meaningful and
culturally appropriate measures of poverty. Household income is
commonly considered a gold standard measure of current
socioeconomic position. [22] The most commonly used definition
of global poverty is the absolute poverty line set by the World
Bank, based on income and/or consumption (poverty $2 and
extreme poverty §1 a day or less). [23] The Indian government
defined poverty as less than Indian Rupees (Rs). 560 per month in
urban areas and Rs. 368 in rural areas in 2006 [24] although
definitions used by state governments may vary. In this study,
poverty was defined as access to less than Rs. 1200 a month, either
as personal (sole earner) or household income. This threshold is in
agreement with Tamil Nadu state policy where governmental
ration cards are issued when the monthly household income is less
than Rs. 1200 (approx. US$25).

In the current study poverty was measured through self-
reported monthly household income, employment status, occupa-
tion and number of working household members. As asset
ownership was unlikely to change over the l-year follow up
period and could thus not reflect the impact of successful first eye
cataract surgery, it was not assessed in this study. [5] During the
baseline interview, participants were encouraged to discuss
monthly household income with accompanying household mem-
bers and include all sources of income, monetary and non-
As blind persons have been found
to be more likely to be unemployed and, if employed, to work
more often in low wage jobs [13], we recorded employment status
and occupation of all participants at baseline and follow up. In
addition, the number of working household members was
recorded, as households with disabled members generally have
less members involved in income generating activities of any kind.
[13] Working was defined as being involved in activities which
directly or indirectly generate income.

monetary into the final estimat

Measures of Social Status

Disability, including blindness, leads to social exclusion and
stigmatization which in turn impedes access to social networks and
formal services or social mnstitutions. [13] Widowers and even
more so widows are particularly affected by this societal response
in India, and have little resources at their disposal to cope with
disability. [13] More disabled women than men are unmarried or
do not remarry once widowed in India. [25] As social status or
stigmatization is difficult to measure [26], we assessed whether
participants who were widowed at baseline remarried following
cataract surgery as a proxy of decreasing stigma and increasing
socictal esteem as well as an improved financial outlook of the
individual or household.

Vision-related Quality of Life

VRQol. was measured using the IND-VFQ-3
questionnaire which contains 33 questions (items)
degree of difficulty in performing vision-dependent activities (e.g.,
reading, climbing stairs), psychosocial impact (e.g. fear, anxiety)
and visual symptoms (e.g. glare, pain). [27,28] The original IND-
VFQ-33 questionnaire was developed and extensively validated in
the same Indian state (Tamil Nacu), thus no cultural or linguistic

. a structured
related to the
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adaptation was necessary. [27] In the current study, we performed
Rasch analysis to assess the measurement properties of the IND-
VIFQ-33 in our sample population over time.

Sample Size Calculation

As no data were available to estimate the effect of cataract
surgery on household income or the rate of re-marriage, we based
the sample size calculations on reported changes in per capita
expenditure (PCE) following cataract surgery. [5] The observed
change was of a similar magnitude n all cases regardless of
whether patients were blind, severely or moderately visually
impaired at baseline. Assuming an odds ratio of 1.6 for an
improvement in categories of household income, with a power of
0.8 at a significance level of p=0.05, we would need 293
participants (G¥Power 3 [29]). Accounting for a loss of 10% to
follow up, we aimed to recruit 330 participants.

Psychometric Evaluation of the IND-VFQ-33

We have reported the process of psychometric evaluation of the
IND-VFQ-33 using Rasch analysis in more detail elsewhere. [10]
In brief, Rasch analysis is a modern psychometric method that
mathematically describes the interaction between respondents and
test items. We performed Rasch analysis using Winsteps software
(version 3.68), Chicago, Illinois, USA. [30] It was important to
establish that differences between the IND-VTFQ) scores at baseline
and follow-up are valid indicators of changes over time. [31]
Consequently, the baseline and follow-up data were stacked and
the absence of differential item functioning (DIF) was used to
establish invariance over time. Any change in VRQolL scores on
an individual level was considered clinically meaningful if it was
larger than approximately half the standard deviation of the
overall mean. This is generally considered to be a useful estimate
of a clinically meaningful difference [32,33], and has repeatedly
been used to rate the meaningfulness of change in parameters such
as VRQoL or vision-specific functioning. [10].

Statistical Analysis

The SPSS statistical software (Version 19.0, SPSS Science,
Chicago, IL) was used to analyze the data. Participants lost to
follow up were excluded from all analyses. Descriptive statistical
analyses were performed to characterize the participants’ socio-
demographic, clinical and IND-VF(Q-33 data. Logistic regression
(binary and multinomial) models were conducted to determine the
independent factors associated with measures of poverty, social
status and VRQoL.

Visual acuity was converted into LogMAR for analysis.
Successtul cataract surgery was defined as a VA improvement
equal or better than 20/63 (LogMAR 0.5). In order to
demonstrate the impact of cataract surgery, analyses were based
on successful cataract surgery, rather than the presence or absence
of vision impairment at follow-up, as these two variables contain
the same information. In 80% of cases the operated eye was the
better eye at follow up.

Results

Socio-demographics and Clinical Characteristics of the
Participants

A total of 313 individuals were recruited at haseline. 19 (6%)
patients were lost to follow up and a further 21 (7%) participants
who underwent second eye cataract surgery during follow up were
excluded from all but the descriptive analyses. Baseline character-
istics of patients lost to follow up were not significantly different
(p>0.05) with regards to age, gender, better eye VA, household
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size or income. The final study sample at baseline thus comprised
294 participants with a mean = SD age of 60=8 years. Just under
half of the participants were women (46%, Table 1). Vision
significantly improved after cataract surgery (better eye LogMAR
0.7 (baseline) to 0.3 (follow up), p<0.001), and only 11% of
patients remained vision impaired compared to 67% at baseline,
p<<0.001.

Measures of Poverty

Monthly household income increased to at least the next better
category in 122 persons (45.5%) with most participants reporting
to be in the Rs 1001-3000 category at follow up (Table 1,
p<<0.001). The mean number of working household members
significantly increased at follow up (0.97 to 1.49, p<0.001,
Table 1). Similarly, the number of participants engaged in
income generating activities increased from 128 [44%) at baseline
to 225 (77%, p<0.001) at follow up, with the largest increase seen
in the unskilled, daily wage category (Table 1). The number of
participants reported to not work due to vision problems decreased
from 76 at baseline to 4 at follow up.

Participants who had successful cataract surgery were signifi-
cantly more likely to report a higher monthly household income 1
year after cataract surgery. Compared to the highest income
category (>3000 Rs./month), participants were about five times
(OR 0.22, 95%CI 0.08-0.62; p=0.004) less likely to report
a monthly household income of 0-1000 Rs. and about twenty
times less likely to report an income of >1000-3000 Rs. (OR
0.05; 95%CI <0.01-0.64; p=0.021, Table 2). Participants who
had successful cataract surgery were more likely to be engaged in
income earning activities one year after surgery (OR 3.28; 95% CI
1.40-7.82; p=0.006, Table 2).

Social Status

Participants who had successful cataract surgery were less likely
to remain widowed at one year (OR 0.02; 95% CI <0.01-0.
p=0.008, Table 3). At baseline, 208 (71%) participants were
married, and 80 (27%) widowed or single (Table 1). Over the
course of the year, 28 participants remarried, while 47 participants
remained widowed (5 lost to follow up, Table 3). Stratifying this
by gender, nine out of 13 widowers (69%) and 19 out of 62 widows
(31%) remarried over the course of the study.

Vision-related Quality of Life

The psychometric properties of the IND-VF(Q-33 are summa-
rized in table 81. The IND-VI(Q)-33 was split into four subscales,
mobility, activity limitations, psychosocial impact and visual
symptoms. All subscales fit the Rasch model (table S1). However,
the visual symptoms subscale was left out of all further analyses as
it was not felt to add any essential information. All other subscales
demonstrated an improvement in VRQolL after cataract surgery
(all p=0.001, Table 1). Having had successful cataract surgery
was independently associated with higher reported mobility, less
activity limitations and better psychosocial impact (all p<<0.05;
Table 4). Marital or work status was not associated with any of
the subscale scores. Participants reported better emotional well-
being with an improvement of monthly household income at one
year (OR 31, p=0.034, Table 4).

Discussion

Persons who underwent successful cataract surgery reported
better visual acuity and increased VRQoL in South India.
Successful cataract surgery also increased the likelihood to be
engaged in an income earning activity, report a higher monthly
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Table 1. Characteristics of the sample at baseline and 1 year follow up.

Baseline 1 year Follow up p-value
n=294 n=294 BL-1 yr
Age in yrs 60.07=8.29
Gender Female 134(45.6%)
Education No schooling 125(42.5%)
Up to 5 yrs 100(34.0%)
More than 5 yrs 54(18.4%)
Mean * standard deviation
Visual acuity in the better eye 0.74=0.44 0.27%0.20 <0.001
VA of operated eye™ 1.29=0.65 0.34=0.29 <0.001
VRQoL - subscales of the IND-VFQ 33, logits
= Activity Limitation 65+24 80%9 <0.001
= Mobility 5123 707 <0.001
= Psychosocial Impact 59£21 7913 <0.001
No. of household members 3.87x2.17 4.00=1.99 .100
Working household members 0.97+0.75 1.49=0.70 <0.001
Proportion n(%)
Marital status Married 208(70.7%) 232(78.9%) <0.001
Widowed or Single 80(27.2%) 49(16.7%)
Visual Impairment 196 (66.7%) 32 (10.9%) <0.001
Working 128(43.5%) 225(76.5%) <0.001
Occupation® Unskilled labour (daily wage) 86(43.8%) 177(78.7%) .061
Land owner 16(12.5%) 32(14.2%)
Skilled labour 26(20.3%) 16(7.1%)
Reason for not \.Morking;]é Vision problem 76(45.8%) 4(5.8%) 061
Too old or retired 32(19.3%) 33(47.8%)
Other health problem 29(17.5%) 19(27.5%)
Doesn't need to work 21(12.7%) 7(10.1%)
Household’s monthly Rs 0-1000 143(48.7%) 59(20.1%) <0.001
income
Rs 1001-3000 92(31.3%) 207(70.4%)
>Rs 3000 28(9.5%) 20(6.8%)

“Operated eye VA at baseline was taken before cataract surgery;
*question applicable to working participants only;

variables.
doi:10.1371/journal.pone.0044268.t001

household income and report a higher number of working
household members one year on. In addition, widowed or single
participants who had successful cataract surgery were more likely
to have remarried over the one year follow up period. These
findings emphasize the need for high quality cataract surgery
services, as unsuccessful cataract surgery may not only lead to no
improvements in vision and VRQoL, but may also deprive
patients of a possible future reduction of poverty at the household
level and their chance to re-marry in case of widowhood.
Overall, our findings are in line with other studies, where
blindness, in particular from cataract, and poverty have been
found to be intricately linked. [4,6,7,34] However, there is a dearth
of literature regarding the non-ocular impact of cataract surgery in
low income countries. [3] Previous studies have reported that
cataract surgery may lead to an improvement in VRQolL [35], per
capita expenditure [5] and an increase in time spent on productive
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BL =baseline, VA =visual acuity, measured in LogMAR, VRQoL = vision-related quality of life, RS =Indian Rupees;

#question applicable to the non working participants only; p-values derived from paired sample t-tests for continuous and Wilcoxon signed rank test for categorical

activities. [36] These non-ocular outcomes of cataract surgery are
reflected by our findings of an increase in VRQoL, monthly
household income, the number of working household members
and the likelihood to be engaged in income generating activities
one year after cataract surgery.

Several studies have found poverty to be a barrier to accessing
cataract surgery services in India and elsewhere. [37,38,39] In
addition, poor surgery outcomes are very likely to discourage
acceptance of available cataract surgery services. [7,20] Given the
important positive outcomes of cataract surgery found in this
study, increased efforts are needed to encourage greater accep-
tance of offered cataract surgery services. Such services should
ideally be of high quality and provided regularly by the same
provider in the same vicinity, and tailored to the needs of
impoverished communities. [20].
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Table 2. Impact of successful cataract surgery on marital
status and measures of poverty at follow up.

OR 95%Cl p

Marital (social) status Widowed 1 reference

Married 3.28 1.31;823 0.012
Working/Occupation No 1 reference

Yes 3.31 1.40; 7.82 0.006
No. of working 1.24  0.55; 2.81 0.603
household members
Monthly household income > Rs 3000 1 reference

>1000- 0.05 <{0.01; 0.64 0.021

3000

0-1000 0.22  0.08; 0.62 0.004

OR = odds ratio, Cl = confidence interval; controlling for age, gender, education
and household size (no. of members) in logistic regression.
doi:10.1371/journal.pone.0044268.t002

The authors are unaware of any other study which has accessed
the impact of a vision-restoring intervention on social status in
blind persons in South Asia. In our study, successful cataract
surgery, ie. sight restoration to levels above vision impairment,
was associated with an increased likelihood of being remarried
a year later if widowed at baseline. Based on published studies, one
can assume a rate of remarriage after being widowed of 6-20% for

The Impact of Cataract Surgery in South India

women and 60-65% for men of all ages over their remaining life
span in South India. [40] Unfortunately, no reports of how an
existing disability affects rates of remarriage in India are available.
Thus, reported rates only reflect rates of remarriage in the general
population. In our sample, these high rates of re-marriage were
observed in an older population during a one-year follow-up,
which increases the probability of the observed rates heing higher
than in the general population. Whether the positive economic
impact of successful cataract surgery highlighted above increases
the likelihood of remarriage, or whether it is reduced stigma due to
sight restoration, or a combination of these, is difficult to assess. In
either case, our results suggest that successful cataract surgery may
increase the likelihood of widowed persons remarrying. However,
as our observations are based on a small sample and a limited
follow-up with no control group, they have to be interpreted with
caution. Nevertheless, this finding has a range of positive
implications, as widowhood is associated with adverse health
impacts, loss of opportunities to engage in income generating
activities and loss of societal esteem. [41].

Strengths of our study mnclude the provision of uniform cataract
surgery of high quality with IOL implantation, with good surgical
outcomes, detailed visual acuity data, little attrition to follow up
and culturally appropriate and well validated questionnaires.
Moreover, being embedded into routine service provision of
Sankara Eye Care Services in Coimbatore, our sample 1is
representative of the communities served by this service provider
in Tamil Nadu, South India. Economic data were collected at the
individual and household level, rather than inferred from district
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Table 3. Characteristics of participants who re-married and participants who were still widowed/single at 1 year (5 participants
lost to follow up).
Univariate analysis Logistic regression
Remarried Still widowed
n=28 n=47 p OR 95% CI P
Age 59.93£6.95 59.04=8.24 0.635 0.98 0.90; 1.07 0.696
Gender Male 9(32.1%) 4(8.5%) 0.009 0.10 0.01; 117 0.066
Female 19(67.9%) 43(91.5%) 1 (reference)
Education No schooling 16(57.1%) 37(78.7%) 0.035 25.51 0.89; 728.45 0.058
Up to 5 yrs 7(25.0%) 8(17.0%) 15.92 0.57; 444.82 0.103
More than 5 yrs 4(14.3%) 1(2.1%) 1 (reference)
VRQolL:
« Mobility 717 70x8 0.779 Not included
= Activity Limitation 80=9 80x9 0.567 Not included
= Psychosocial Impact 82%13 79£12 0322 Not included
VI at BL 18(64.3%) 32(68.1%) 0.737 Not included
Vl at 1 year 2(7.1%) 10(21.3%) 0.109 Not included
Successful cataract surgery at 1 year 25(89.3%) 32(68.1%) 0.039 0.02 <0.01; 0.35 0.008
Working at 1 yr 23(82.1%) 33(70.2%) 0.254 0.95 0.17; 5.19 0.952
Monthly household Rs 0-1000 8(28.6%) 15(31.9%) 0.670 0. <0.01; 8.14 0310
income at 1 yr
Rs 1001-3000 19(67.9%) 30(63.8%) 0.53 0.01; 22.99 0.743
>Rs 3000 1(3.6%) 1(2.1%) 1 (reference)
No. of household members at 1 yr 3.79%£1.79 3.68%217 0.830 1.07 0.67; 1.71 0.782
No. of working household members at 1 yr 1.44=75 1.36=.74 0.626 0.59 0.14; 2.41 0.459
Data reported as mean * standard deviation (SD) or n(%); p-values for univariate tests derived from independent samples t-tests for continuous and Mann-Whitney U
test for categorical variables; OR =odds ratio; Cl =confidence interval.
doi:10.1371/journal.pone.0044268.t003
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or other regional approximations such as postcodes or census data
which increases accuracy. [6,42] During the one year follow-up,
no new government or NGO funded programs increasing options
to be engaged in income generating activities were implemented in
the area. To the authors’ knowledge, no new factory was opened
or other large employer moved into the area, either. The use of
Rasch analysis, an important step in modern scale validation, to
assess the measurement properties of the IND-VIQ-33 is another
strength of this study. [10] Moreover, as the IND-VFQ-33 was
developed using input primarily from cataract patients in Tamil
Nadu, [28] the item content is likely to be very appropriate for this
sample.
Convers

our study is limited by a relatively small sample size,
y short follow up to assess the long term impact of
cataract surgery on VRQoL, poverty and social status. The lack of
a non-operated control group makes 1t difficult to generalize
results. However, other case-control studies have demonstrated the
overall impact of cataract surgery compared to no surgery. [4]
Also, our measures of poverty differ from other studies assessing
the association of blindness and poverty, which limits compara-
bility of our findings. Assessing the impact of successful cataract
surgery on rates of re-marriage is inherently difficult and our
results have to be interpreted with caution. However, overall, our
results compare well to other studies as well as studies assessing
rates of re-marriage based on Indian census darta. [40].

In conclusion, successful cataract surgery restores not only
vision and improves VRQoL, but enables previously visually

and a relativ
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impaired persons to restart work, leads to a higher monthly
household income, and more members of the household being
engaged in income earning activities. In addition, it makes re-
marriage amongst widowed elderly persons more likely. Thus, it is
a public health imperative to provide high quality cataract surgery
to impoverished communities in developing countries as part of
achieving the MDGs.
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Supporting Information

Supplemental Table 1. The fit parameters of the altered IND-VFQ 33 compared to the Rasch

model
R h IND-VFQ 33 Rasch guided subscales
asc
Parameters model . A ctivity Psychosocial Visual
Mobility cavity
Limitation Impact Symptoms
tem MNo. 1-4 7-8 10-14, 17-21 22-26 27-33
Ma. of misfitting items 0 0 0 ] 0
Ferson separation (PSI) =20 283 280 212 2.29
Ferson reliability (PR) =08 089 089 082 0.84
Person mean 0 5.41 378 3.33 2.91
Principal Compaonents
Analysis { Eigenvalue for  <2.0 17 19 16 1.7
1* contrast)
vanance by the first 50-60% 64.5% 65.1% 65.5% 65 2%

factar
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