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Abstract: 
Objectives: Cataracts are symptomatic lens opacities that obstruct the passage of light onto the retina due to loss 
of transparency and cause a reduction in vision. The present systematic review and meta-analysis study was to 
evaluate the quality of life before and after cataract surgery.  
Methods & Results: A numerous article of national and international repute journals (data base: Pubmed, Scopus, 
Medline, Embase, etc) were reviewed. Factors Related to the Outcome of Cataract Surgery Monitoring cataract 
surgical outcomes can be observed in four categories: selection (selection of patients related to poor visual acuity 
due to preoperative comorbidities such as corneal opacity, glaucoma, and damage to the retina and optic nerve); 
surgery (surgery-related intraoperative and postoperative complications that affect visual acuity, including lens 
capsule rupture, iridodialysis, zonular dehiscence, presence of residual material, wound leakage, severe uveitis, 
and keratopathic striae); spectacles (eyeglass correction); and sequelae (post-operative complications such as 
posterior capsule opacification, retinal detachment, uveitis, and secondary glaucoma). Evaluation of surgical 
outcomes in each study was measured, including (1) visual acuity with or without the best correction; (2) 
measurement of refraction and deviation from the postoperative refractive target; (3) incidence of intraoperative 
or postoperative complications; and (4) return to the operating room for any secondary surgical intervention.  
Conclusions: Cataract surgery significantly improved the quality of life across all studies in developed and 
developing countries. Cataract surgery, a highly effective procedure for restoring vision, plays a crucial role in 
enhancing the quality of life for elderly individuals. Beyond the obvious visual benefits, this surgery significantly 
impacts mental health outcomes, including reductions in depression, anxiety, and cognitive decline. Improved 
vision leads to greater independence, increased social interaction, and overall enhanced psychological wellbeing. 
Despite these benefits, various barriers, such as socioeconomic factors and limited access to healthcare services, 
can hinder the positive outcomes of cataract surgery.  
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Introduction

A cataract is a clouding of the crystalline lens in the 
eye. It is a common condition after age of 40 and 4,7 
million surgeries per year are performed in Europe 
[1]. In Latvia, around 10,000 cataract surgeries are 
performed each year [2]. Cataracts can be classified 
based on their location within the lens, with the three 
most common types being nuclear, cortical, and 
posterior sub capsular (PSC) [1]. These types can 
occur individually or in combi nation. Cataract 
progression varies depending on the type of cataract 
and other factors such as general health and environ 
mental factors [3,4]. Nuclear cataracts tend to 
progress more slowly, while PSC cataracts progress 
more rapidly than cortical and nuclear cataracts [4]. 
General health conditions such as hypertension and 
diabetes have also been linked to the development of 

cataracts. Hypertension can lead to changes in the 
lens capsule and disruptions in ion transport in lens 
epithelial cells, as well as an increase in oxidative 
free radicals [5]. Other studies have shown an 
association between obesity, hyperlipidaemia, and 
cataracts, particularly PSC cataracts [6]. Cataracts 
usually develop slowly and may not cause 
symptoms at first. Depending on the location of the 
opacity, cataracts can affect vision differently, 
causing different symptoms in each type. If the 
opacity is located in the centre of the lens (nuclear 
cataract), it may affect visual acuity more at a 
distance than up close. If the opacity is in the form 
of spokes (cor tical cataract), patients may complain 
about glare and monocular diplopia [1,4]. If the 
opacity is located just inside the posterior lens 
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capsule (PSC), it can cause significant visual 
impairment if it affects the axial region of the lens. 
The sever ity of symptoms such as reduced visual 
acuity, reduced contrast vision, glare, and impaired 
color vision may vary at different stages of cataract 
development [7]. The treatment outcomes are 
important and relevant to each patient, and the 
criteria for a successful outcome can vary depending 
on patient needs, lifestyle, and medical condition. 
The outcomes may include reduced visual 
symptoms, improved visual function, achievement 
of the desired refractive condition, and improved 
mental health [8,9]. After cataract removal, people 
may be able to perform everyday tasks more easily 
and with greater independence, including activities 
such as driving, reading, and watching TV. Studies 
have shown that mental health, physical function, 
and quality of life can be enhanced when visual 
function is restored through cataract surgery [10,11]. 
However, there is a lack of information in the 
literature about outcome satisfaction for different 
types of cataracts. Objective of the present 
systematic review and meta-analysis study was to 
evaluate the quality of life before and after cataract 
surgery. 

Methods & Results 

The present study was conducted in the Department 
of Ophthalmology with the collaboration of the 
Department of Dermatology and the Department of 
Physiology of MVASMC, Bijnor, Uttar Pradesh, 
India during a period from February 2025 to 
December 2025. A numerous article of national and 
international repute journals (data base: Pubmed, 
Scopus, Medline, Embase, etc) were reviewed 
during study period. 

Factors Related to the Outcome of Cataract Surgery 
Monitoring cataract surgical outcomes was observed 
in four categories: selection (selection of patients 
related to poor visual acuity due to preoperative 
comorbidities such as corneal opacity, glaucoma, 
and damage to the retina and optic nerve); surgery 
(surgery-related intraoperative and postoperative 
complications that affect visual acuity, including 
lens capsule rupture, iridodialysis, zonular 
dehiscence, presence of residual material, wound 
leakage, severe uveitis, and keratopathic striae); 
spectacles (eyeglass correction); and sequelae (post-
operative complications such as posterior capsule 
opacification, retinal detachment, uveitis, and 
secondary glaucoma) [12,13]. Recommendations 
for evaluation of surgical outcomes in each patient 
was measured, including (1) visual acuity with or 
without the best correction; (2) measurement of 
refraction and deviation from the postoperative 
refractive target; (3) incidence of intraoperative or 
postoperative complications; and (4) return to the 
operating room for any secondary surgical 
intervention [14,15]. 

Visual Acuity: Visual acuity before the surgery was 
a poor predictor of postoperative visual function, 
even though it was often used as a primary indication 
when to do cataract surgery. It was assumed that 
postoperative visual function depends on retinal and 
optic nerve conditions instead of the severity of the 
cataract itself. In addition, preoperative visual acuity 
was measured monocularly, while the function was 
measured binocularly. Thus, the difference in visual 
function across the eyes rather than the visual 
function of each eye being evaluated separately may 
be more closely related to the patient’s perceived 
visual difficulties. When examining binocular 
function and subjective visual function, patients 
with bilateral cataracts have better outcomes 
following bilateral cataract surgery than unilateral 
cataract surgery. The advantages of cataract surgery 
increase after the second cataract surgery. A study 
by Kessel et al. found that 98.1% of patients with 
fair preoperative visual acuity (≥40 ETDRS) and 
98.8% of patients with poor preoperative visual 
acuity ≤39 ETDRS) experienced an improvement in 
visual acuity following cataract surgery and there 
was no statistically significant difference [16–17]. 

Co-existing Ocular Comorbidities: Preoperative 
comorbidities were also risk factors for poor 
outcomes. Ocular comorbidities include corneal 
scars, old iritis, retinal disease, glaucoma, and 
others. For example, as retinopathy grading became 
more severe, visual acuity and visual function 
improvements became less significant [18,19]. 

Surgeon: Surgical Technique The transition of 
surgical techniques from intracapsular cataract 
extraction (ICCE) to extracapsular cataract 
extraction (ECCE) and Small Incision Cataract 
Surgery (SICS) has occurred in the last decade. Poor 
outcomes were a risk factor for those who underwent 
the ECCE technique. Even SICS or 
phacoemulsification was probably the preferred 
treatment, ECCE being used as a conversion 
technique when the surgeon found difficulties such 
as small pupil, pseudo-exfoliation, corneal haze, etc. 
In addition, Gogate et al. found improved outcomes 
as they changed technique from ECCE to SICS over 
time [18,19]. In developed countries, manual ECCE 
has been replaced by phacoemulsification 
techniques, demonstrating their superiority. The 
superiority of rapid visual improvement, or at least 
astigmatic induced by cataract surgery, is also 
considered in developing countries. However, the 
high price of phacoemulsification equipment is not 
comparable to the ability of poor or developing 
countries to eradicate cataract blindness [18,19]. 
Between the two cataract extraction procedures, 
such as SICS and phacoemulsification, it is 
questionable which procedure is safer and provides 
good visual acuity for patients. The nucleus is 
extracted with SICS, and the polymethyl 
methacrylate (PMMA) intraocular lens is implanted 
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through a self-sealing scleral incision. This 
technique is cheaper regarding capital equipment, 
equipment maintenance, and disposable costs per 
case. SICS is a good alternative for countries 
requiring very high-volume operations with 
inexpensive instruments. It is the best method of 
community-based surgery and has cost-
effectiveness and early rehabilitation of patients. 
Although phacoemulsification is the preferred 
cataract surgery technique worldwide, cheaper 
methods are gaining popularity in developing 
countries where a growing backlog of cataract 
blindness has resulted from insufficient eye health 
resources [19,20]. 

Surgeon’s Skill: Increased surgical experiences 
from the cataract surgeon are associated with a lower 
risk of intraoperative and postoperative 
complications, as well as the need for re-surgery. 
Gupta et al. reported that odds decreased by 17% 
(intraoperative complications), 12% (postoperative 
complications measured 1 day after surgery), and 
7% (re-surgery) per 100 additional surgical 
experiences performed. This study recommends 
ophthalmology residency programs in developing 
countries that teach SICS provide the opportunity to 
perform 300 or more surgeries on residents to 
achieve intraoperative and postoperative 
complication rates of less than 2% [21]. In addition, 
Haripiya et al. reported SICS is a safer initial 
procedure to learn for unexperienced cataract 
surgeons in developing countries [22]. 

Complications of the Surgery: Numerous efforts 
are made to minimize the occurrence of 
intraoperative and postoperative complications. 
Patients were prepared carefully since initial 
screening as the feasibility of surgery. Patients who 
have systemic diseases such as diabetes mellitus and 
hypertension should be regulated first. Complicating 
factors such as shallow anterior chamber depth 
(ACD), small pupils, and the presence of synechiae 
require special preparation and the selection of 
appropriate surgical techniques. Surgery time is also 
significantly influenced by the type of anesthesia, 
the level of case complexity, the size of the pupil and 
the pupil expander devices used, and intraoperative 
complications 23,24]. Intraoperative complications 
such as iris prolapse, posterior capsule rupture, 
zonular dialysis with or without vitreous loss, etc. 
Postoperative complications include hyphema, 
retained lens material, choroidal effusion, 
endophthalmitis, etc. A study by Winarti et al. found 
a significant difference between the number of 
complications of the posterior lens capsule tearing 
and aphakia with different operator skill levels [25]. 

Post Operative Follow Up Care: Visual acuity was 
evaluated at follow-up for all patients undergoing 
cataract surgery up to the twelfth week. The 
recommended postoperative visual acuity is divided 
into three categories uncorrected visual acuity 

(UCVA) and the best uncorrected visual acuity 
(BCVA): good (20/20-20/60) 80% and 90%, 
borderline (<20/60-20/200) 15% and 5%, and poor 
(<20/200) 5% and 5% [26-28]. Postoperative 
follow-up is very important to find out the results of 
surgery, therapy, and plan and to provide valid 
feedback on the quality of surgical results for 
cataract surgery for future improvement [23,24,29]. 

Some strategies to improve the follow up rate after 
surgery should be considered, such as transportation 
reimbursement, free spectacles, reminders, and 
proper counselling needed [18]. 

Based on some studies, another risk factor for poor 
cataract outcomes is increasing age and gender. 
Increasing age could come along with ocular co-
morbidities, which could be underdiagnosed before 
surgery because the cataracts in older patients were 
more likely to be denser. Even after controlling or 
managing those ocular comorbidities, it was 
discovered that increasing age predicted poor 
outcomes [18,19,21]. On the other hand, cataract 
patients in younger age groups have more active and 
important social and family roles than those in older 
age groups. This can lead to higher expectations of 
visual ability and may encourage cataract sufferers 
in younger age groups to seek treatment sooner. 

This results in their visual impairment becoming 
milder in the early stages [30]. Poor outcomes of 
cataract surgery were also associated with the 
female gender, as mentioned in several research. 
The pre-existing ocular comorbidity or condition 
may have been obscured because females were 
probably examined for cataracts later than males and 
had worse cataracts, likely impacting outcomes 
[18,21]. But in contrast with the study by Matta et 
al., good outcomes after cataract surgery are most 
likely in female patients [19,30]. 

Psychosocial Blindness leads to disability, leading 
to social exclusion and stigmatization that interfere 
with access to social networks, formal services, or 
social institutions. To assess the social status of 
patients who had undergone cataract surgery, Finger 
et al. assessed whether patients who were widowed 
before and after cataract surgery were married as a 
result of reduced stigma and increased community 
skills. There is an increase in remarriage among 
widows or widowers with cataracts who have been 
operated on. Conversely, the failure of cataract 
surgery results in continued poverty and decreases 
the chance of remarriage for widows. This 
assessment was conducted because social status and 
stigmatization are difficult to measure [31,32]. 

Discussions 

Visual Outcome in Different Studies: A study 
done by Harpreet Kapoor et al. in 1999 and 6383 
eyes operated in camp. At discharge with standard 
aphakic spectacles, poor visual outcome (less than 
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6/60) was seen in 11.2% of eyes after ICCE, 11.8% 
of eyes after ECCE without IOL, and 5.7% of eyes 
after ECCE with IOL, while good vision (6/18 or 
better) was found in 44.5% of the eyes which 
underwent ECCE with IOL, 29.4% having ECCE 
without IOL and 21.6% having ICCE with aphakic 
spherical glasses [33]. One more study done by R 
Anand et al. in 2000 in rural Punjab. Of the 428 
operated eyes 45.3% gained good vision, 37.85% 
had low vision and 16.82% were blind. Without 
sufficient refractive correction only 32.7% of the 
operated eyes had visual acuity of 6/18 or better. 
Refractive correction with aphakic glasses and 
pinhole enabled 45.3% of the operated eyes to see 
6/18 or better [34]. Similar study done in Pakistan 
by A R Malik in 2003, 181 patients. The type of 
cataract operations they had had were ECCE in 50%, 
phacoemulsification in 11%, ECCE with intraocular 
lens (IOL) in 17% and phacoimulsification with IOL 
in 22%. At presentation, 49.7% had poor functional 
vision; after refraction 68% had a good visual 
outcome [35]. In 2011, study done in Ibadan by O.O. 
Olawoye at. el , A total of 184 patients were enrolled 
for the study. 17.4% had severe visual impairment 
(VA<6/60-3/60) while 7.1% had borderline vision 
(VA< 6/18 – 6/60). 1.1% presented with VA 6/18 
[36]. 

In 2016, study done in LVPEI, Hyderabad, and 2049 
were randomly selected using. The most common 
procedure was SICS with PCIOL (Posterior 
Chamber Intra Ocular Lens) 91.8%. 61.8% had good 
outcome and based on Based Corrected Visual 
Acuity (BCVA), 91.7% had good outcome. Based 
on Presenting Visual Acuity (PVA) and BCVA, 
those with less than 6/60 were only 2.9% and 1.6% 
respectively [18]. 

As per Mohammed Seid Hussen et al. (2017), 223 
cases were evaluated. Nearly, 99% of cataract-
operated eyes had poor vision preoperatively (6/60). 
26.6% achieved good visual acuity (≥6/18), 28.9% 
of them had borderline acuity (<6/60). 

A study done in Ghana in 2018 by E Kobia-Acquah 
et al. and total 100 patients were operated. After 1 
month, 21.69% had visual acuity of 6/18 or better, 
48.19% had a visual acuity of 6/60 - 6/24 and 
30.12% had a visual acuity worse than 6/60. Further, 
22.89% had visual acuity of 6/18 or better, 48.19% 
had a visual acuity of 6/60 - 6/24 and 28.92% had a 
visual acuity worse than 6/60 after three months 
[37]. 

Visual Acuity Related to the Quality of Life After 
Cataract Surgery: Zhu et al. showed that visual 
acuity is the most important factor associated with 
decreased vision and quality of life, and a study 
conducted by Chan et al. reported that visual acuity 
has a high correlation with quality of life [38,39]. 
Polack et al. sought to explore factors related to 
changes in preoperative and postoperative quality of 

life scores. The influence of overall vision and 
general and psychosocial functioning consistently 
had a major impact on each level of visual acuity, 
indicating that surgery at the visual level of <6/24 is 
beneficial to the quality of life associated with visual 
acuity. Improvements in quality of life also 
consistently improved in people who had bilateral 
cataract surgery compared to unilateral surgery 
alone, so it was concluded that surgery in both eyes 
provided more benefits, so efforts were made to 
support surgery until the second eye. Poor 
postoperative visual acuity is associated with 
minimal improvement in quality of life. Visual 
acuity results that unmet the World Health 
Organization (WHO) target criteria indicate the need 
for improved surgical outcomes to optimize quality 
of life. Monitoring visual acuity is a priority in 
postoperative cataract services to assess the cause 
and determine the appropriate intervention [40,32]. 

Conclusions 

Cataract surgery significantly improved the quality 
of life across all studies in developed and developing 
countries. Cataract surgery, a highly effective 
procedure for restoring vision, plays a crucial role in 
enhancing the quality of life for elderly individuals. 
Beyond the obvious visual benefits, this surgery 
significantly impacts mental health outcomes, 
including reductions in depression, anxiety, and 
cognitive decline. Improved vision leads to greater 
independence, increased social interaction, and 
overall enhanced psychological wellbeing. Despite 
these benefits, various barriers, such as 
socioeconomic factors and limited access to 
healthcare services, can hinder the positive 
outcomes of cataract surgery.  
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