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ABSTRACT

Purpose: At present “Cataract” is a major health issue in case of adults over 40 years. It was a cross
sectional survey to determine the prevalence of cataract in rural areas of Ganjam in Odisha state of
India.

Methods: Two villages of Ganjam district were selected for the survey. Total 765 participants were
interviewed, from which 436 were male, and 329 were female.

Results: Prevalence of cataract was 24.71%. Among the sample population 13 people were bilaterally
blind and 161 were suffering from low vision. The main obstacle to uptake cataract surgery was
“poverty”. “Lack of awareness” was another noticeable factor which was affecting the prevalence of
cataract.

Conclusion: It was concluded that “prevalence of cataract is directly proportional to the increasing
age and it is still a major health issue in these rural populations”.

Key words: Cataract, Ganjam, Surgery, Obstacle, Poverty, Awareness.

INTRODUCTION

According to the WHO, cataract
blindness will reach 40 million in 2025 due
to aging population and longer life
expectancies. ™! Cataract is the phenomenon
of opacification of lens leading to optical
disability. @ Cataract is the cause of 40% of
all blindness in India. P! It is the cause of
blindness in 27 million persons in one or
both eyes, [ and prevalence of cataract is
about 7%. B! The estimated cataract
blindness is about 9 million in India. [
About 1.8 to 3.8 million new cases is added
to the backlog every year. "' Prevalence of
blindness is exceeding in rural communities
of developing countries. ! It was estimated
that 20% of all cataract-blind individuals
receive surgery in India. ! According to a
study in Karnataka State in India 53% of
persons and 35% of all eyes blind due to

cataract have been operated. " As per

previous studies major barriers to uptake

cataract surgery are poverty”, " no
transportation”, ““need not felt", etc. %

Around half to three fourths of the world's

blindness is either curable or preventable.

(13341 Accessibility of eye care facilities in

these populations may interpret into proper

utilisation. A rapid form of cataract

Fllsi]ndness in such populations has evolved.

Purpose of the study

e Cataract is a major health hazard in the
present world.

e People of remote rural areas are not
careful about the minor health problems,
like low vision, small increase in
glycemic level, etc. but these can be
converted into severe diseases.
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e Hence this study suggests that regular
health monitoring in these areas is
essential.

Aims & Objectives

e This study is focused on the prevalence
of cataract in rural areas.

e Association of cataract with increasing
age.

e The major obstacles to uptake cataract
surgery.

Significance

e This study revealed that, Prevalence of
cataract is directly proportional to
increasing age.

e Major obstacles to uptake surgery are
“poverty” and “lack of awareness”.

METHODS

It was a population based cross-
sectional survey of people aged 40 years or
above in Ganjam district in the state of
Odisha, India. There are hundreds of
villages in various blocks of Ganjam where
lots of people are affected by cataract. The
study was carried out for a period of one
month from November 2016 to December
2016. It was only an oral (interview) survey
to estimate the prevalence of cataract and
cataract blindness in these remote rural
areas.

Procedure of data collection

A house-to-house survey was carried
out in the two selected villages (Alipur and
Babanapur) of Aska block to estimate the
population density and the effected people.
One day advance information was provided
to the residents of this area in order to
ensure better coverage of the effected
persons. If the eligible person was not
available at the time of house visit, a second
visit was made after fixing a suitable time
and date with other inmates or neighbours.
If on the second visit also the eligible person
was not available, the person was excluded
from the study.

After taking informed consent, the
effected persons were interviewed regarding
various risk factors namely age, sex, literacy
status, socioeconomic status, family history,

hypertension & Diabetes Mellitus using a
pre-designed questionnaire.
Statistical analysis

The data collected was then
tabulated. The data was statistically
analysed using appropriate  statistical

techniques, which included percentages and
Chi-square test (at 0.10 level of
significance) to find out the prevalence of
cataract and its association with the
increasing age.

RESULTS AND DISCUSSION

Inhabitants of rural areas in India do
not use eye care services recurrently.
According to census data (2011), population
of Alipur was 1346, including 691 males
and 655 females. Population of Babanapur
was 4286, including 2239 males and 2047
females. In the two villages about 1700
people were eligible for the study as they
were aged above 40. A total of 765 people
were interviewed out of the total eligible
members. The participation rate was 45%.
Age-sex distribution

The sample of 765 people was
comprised of 436(57%) males and
329(43%) females. Age-sex distribution of
the sampled population is presented in
figure 1.
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Fig.1 Age-sex distribution of sampled population

Association of cataract with age

Cataract is the foremost reason of
avoidable  sightlessness.  “7 Visual
impairment is maximum in people those are
above 50 years of age. ™! From the
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comparison of association of age with
cataract (table 1), it was found that more
numbers of people were affected by cataract
in age group 70-79 (70.51%) and 80+
(80%). But in group 40-49 (5.14%) and 50-
59 (22.5%) these numbers were relatively
less. Hence it was clear that “with
increasing age prevalence of cataract is
increasing”. According to the Chi-square
test, (y° =192.13) increasing age had
significant relationship with development of
cataract.

Table 1: Association of cataract with age

Age groups | Subjects  with | Subjects without | Total
(years) cataract cataract

40-49 16 (5.14%) 295 (94.86%) 311
50-59 45 (22.5%) 155 (77.5%) 200
60-69 61(37.89%) 100 (62.11%) 161
70-79 55 (70.51%) 23 (29.49%) 78
80+ 12 (80%) 3 (20%) 15
Total 189 (24.71%) 576 (75.29%) 765

¥’=192.13, Degrees of freedom=4, At 0.10 level of significance.

Frequency of blindness

Cataract is the universal and considerable
reason of blindness. ™ Cataract associated
sightlessness remain untreated in rural
regions of developing countries, due to lack
of access to eye care. Y Total 13
participants among the sample were almost
blind. The frequency of blindness was
1.69% among the sampled population. In
figure 2, the distribution of sample by visual
status was presented.

Distribution of sample by visual status
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Fig.2 Distribution of sample by visual status

Obstacles to uptake cataract surgery

Worldwide monetary burden is the foremost
obstruction for cataract surgery. %% |n the
current survey, major obstacle for the
cataract surgery was poverty. About 60.76%

of participants were unable to afford the
expenditure of treatment and 10% of
participants were ignorant about the place of
treatment even some of them could afford
treatment. 23.07% of participants with
unilateral cataract were able to see with the
other eye. 4.61% of participants were not
having faith on surgery and 1.53% of
participants were unable to reach the
treatment site even they were aware of the
treatment site. These data are interpreted in
figure 3.
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Barriers to uptake cataract surgery
Fig.3 Barriers to uptake cataract surgery

The number of interviewed
participants was 765, which was 45% of the
people who were eligible for study as they
were above 40 years of age and 13.58% of
the total population of those two villages.
The cause of this small sample size was that
the people of these areas are moving to
different nearest cities for earning their
bread and butter. Some people also did not
cooperate due to lack of faith. Among the
studied sample prevalence of blindness
(1.69%) may not be an astonishing fact but
still it is a burden on the people of these
rural areas of a developing country. Mohadi
block of Bhandara district of Maharashtra
State, India has a blindness prevalence of
6.8% among 40 years and above. ! In
Nepal a survey of those aged 45 years and
above reported a blindness prevalence of
3.77%. 4

Cataract is most frequent in remote,
rural, underdeveloped areas. ' In the
current study the objective was to determine
the prevalence of cataract in rural areas of
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Ganjam district of Odisha state, India,
which was 24.71%. Male participants (57%)
are more than that of females (43%) in the
observed sample (figure 1). Association of
cataract with age is very much significant
(table 1) as the y* value is 192.13 i.e. much
more than the table value. Prevalence of
blindness (1.69%) may not be surprising but
a notable part of the sample (21.04%) is
affected by low vision.

Proper treatment is the only way to
reduce this health crisis. But there are some
obstacles due to which these people are not
getting the appropriate treatment. As most
of the people in these rural areas are below
poverty line, they are incapable to afford
treatment. Therefore most (60.76%) of the
affected participants mentioned financial
problem most frequently as a barrier to
surgery. Above 80% of patients suffering
from cataract blindness in India did not take
the surgery due to financial obstructions. %
Some (10%) participants mentioned that
even they could afford the treatment
expenditure; they were ignorant of the
treatment site. This may be due to the
improper function of the primary healthcare.
Due to poor visual outcome after surgery in
one eye, some (4.61%) participants are not
having any faith on surgery.

Government agencies should spread
awareness in these rural areas. More
cataract operations should be performed.
But only the increasing number of
operations is not enough if not combined
with good case selection.

CONCLUSION

This study concluded that a major
part of the population of these rural areas
was affected by cataract. These are the
results of lack of awareness and incapability
of the poor people to afford treatment.
These are the issues which should be
considered by the government agencies.
More awareness programmes should be
conducted. Free surgery services for cataract
should be available for the people under
poverty line. At last it is concluded that

large scale monitoring of cataract is
necessary in these remote rural areas.
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