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Modern cataract surgery is relatively routine, yet the 
decision to proceed to surgery may be complex. 
GPs can recognise potential problems and help to 
guide patients’ postoperative expectations as they 
are faced with options for improving their vision and 
gaining independence from prescription glasses.

Cataract remains the leading cause of reversible blindness 
worldwide,1 and the functional and economic impact of 
vision loss is significant.2 Cataract surgery has been shown 

to be highly effective in improving visual acuity and contributing 
to increased social mobility and a reduction in anxiety, depression 
and overall all-cause mortality.3-6 As primary healthcare provider, 
the GP can play a pivotal role in disease detection and periop-
erative assessment and counselling of patients with cataract.

Functional signs and symptoms of vision loss
Reduced vision is an independent risk factor for physical and 
functional disability in the elderly.3 Although severe vision  
loss due to cataract is relatively rare in the general Australian 
population, moderate change may still cause significant functional 
impairment and loss of independence. It is expected, therefore, 
that people who have cataracts will become increasingly reliant 
on their family or care providers. Studies have shown that visual 
acuity of 6/12 or worse may have a negative impact on mobility 
and social activity and lead to difficulty in many routine activities 
such as housework and shopping.7,8 Patients with moderate to 
severe vision loss are at least three times more likely to have 
difficulty managing medications and preparing meals.8  
Of consideration for GPs, for every line of vision lost, the  
likelihood of patients reporting mobility issues increases by  
about 10%.9

A number of presenting symptoms may suggest the presence 
of cataract. These may include a patient reporting their glasses 
no longer improve vision, a loss of general contrast, a requirement 
for significantly more light to function in dim conditions, or 
a perceived loss of colour vision with objects looking ‘washed 
out’. Often, the initial sign on a patient presenting to their GP 
is increased difficulty with night driving due to the scatter 
from oncoming headlights. These symptoms are distinct from 
those associated with retinal or macular disease, which often 
include distorted vision or irregular central vision loss.

Aetiology and types of cataract
Cataracts have been shown to be significantly associated with a 
number of systemic conditions including diabetes, carotid artery 
disease, peripheral vascular disease, hypertension,  ischaemic 
heart disease, congestive heart failure and hyperlipidaemia.10
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There are three common types of cata-
ract (Figure 1). A nuclear cataract forms 
deep in the central zone (or nucleus) of 
the lens and results from the long-term 
compact ing of inner lens layers. Nuclear 
cataracts are therefore usually associated 
with ageing, although smoking is also a 
potential factor.11 On presentation, the lens 
may appear yellow. Because of the increased 
lens density, nuclear cataracts often lead to 
changes in colour perception and contrast. 
Nuclear cataracts may further lead to refrac-
tive changes (index myopia). As a result, 
some patients may state that they have 
recently become less reliant on reading 
glasses.

Cortical cataracts are characterised by 
white, wedge-like opacities that start in the 
periphery of the lens and work their way 
to the centre in a spoke-like fashion. Symp-
toms are related to how close the opacities 
are to the centre of the visual axis. Risk 
factors for cortical cataracts include diabe-
tes, vascular disease and hormonal factors 
in women. The likely contribution of ultra-
violet radiation has been shown in a local 
New South Wales population.12

Posterior subcapsular cataracts repre-
sent opacities located in the most posterior 
cortical layer, directly in front of the lens 
capsule. This type of cataract tends to occur 
in younger patients. Progression can be 
variable but is usually more rapid than with 
nuclear cataracts. Glare and difficulty see-
ing in bright light dominate symptoms in 
this cataract type because of light scatter, 
and near vision is often more affected than 
distance vision. Patients with diabetes or 
those taking high doses of steroid medica-
tions have a greater risk of developing a 
subcapsular cataract.

The decision to proceed to 
surgery: preoperative 
counselling and postoperative 
expectations
Corrected visual acuity of 6/12 or better 
(and adequate field of vision) is the legal 
requirement for driving and therefore 
 represents a practical benchmark.13 The 
decision to proceed to earlier surgery may, 
however, be influenced by additional factors 
including the patient’s own perception of 
visual function, type of cataract and overall 
ocular health. 

A patient of working age may be more 
distressed by a lesser visual change than 
an older patient with moderate visual 
demands. Posterior subcapsular cataracts 
may cause patients to experience significant 
problems with glare despite minimal visual 
acuity loss. The normal, age-related growth 
of the crystalline lens can be associated 
with a shallowing of the anterior chamber, 
crowding of the angle by the peripheral iris 
and elevation of intraocular pressure, 
thereby increasing the risk of glaucoma. 
Cataract surgery reduces this concern and 
may represent a valid early option for patients 
at risk of glaucoma. As cataracts may lead 
to refractive changes, it is important that 
the patient’s refraction is checked to optimise 
their current vision before a decision is made 
to proceed with surgery.

Cataract surgery is now perceived as 
refractive surgery; that is, surgeons can 
offer a range of options not only to improve 
patients’ vision but also to increase their 
independence from prescription glasses 
after surgery. Standard intraocular lenses 
(IOLs) are termed mono focal IOLs and 
can provide clarity at a single, fixed 
 distance. Patients receiving monofocal 

IOLs often request optimised distance 
vision so they will still require glasses to 
help with near vision. Multifocal IOLs 
provide a range of good near, intermediate 
and  distance vision without glasses.14 The 
lens design, which features either a series 
of concentric rings or segments to direct 
the light entering the eye to different focal 
points, can be associated with glare symp-
toms and a minor reduction in overall 
visual quality compared with mono focal 
IOLs. This must be discussed with patients 
before a final decision is made (Figure 2). 
Toric IOLs are designed to correct for 
 astigmatism, providing surgeons with an 
additional option to improve unaided 
postoperative vision. Astigmatism correc-
tions may be incorporated in both mono-
focal and multifocal lens types.

Patients with concurrent ocular disease 
may have limited visual potential and it is 
imperative this is discussed before surgery 
to establish realistic expectations. This 
may affect the choice of lens. In particular, 
retinal disease such as macular degener-
ation often reduces visual quality. Opti-
mising visual quality is of primary impor-
tance to a person’s ongoing daily function, 
so the use of multifocal IOLs, which may 
further inhibit quality of vision, is a relative 
contraindication in these patients.

Practically, occupational requirements 
must also be considered. For example, civil 
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Figures 1a to c. Different types of cataract. a (left). Nuclear cataract. b (centre). Cortical cataract. 
c (right). Posterior subcapsular cataract.

Figure 2. Multifocal intraocular lens in situ. 
The concentric rings allow the lens to refract 
the light rays entering the eye to different 
focal lengths, providing the patient with a 
range of good near, intermediate and 
distance vision without glasses.
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aviation legislation currently limits the use 
of either multifocal IOLs or monovision in 
Australian professional pilots. Monovision 
is the use of a single focus lens to provide 
clear distance vision in the dominant eye 
and residual myopia in the non-dominant 
eye. This is to provide a measure of reading 
ability without glasses. Similarly, heavy 
vehicle licenses require adequate vision in 
both eyes; therefore, blending the post-
operative target to provide unaided near 
vision remains unacceptable under most 
circumstances. The GP is in an excellent 
position to understand the patient’s daily 
vision tasks and can be an essential infor-
mation source.

Preparation for surgery
Because cataract has been shown to be 
significantly associated with a number of 
systemic conditions, a patient’s general 
health before surgery is a concern. Surgery 
should not be performed unless any con-
current systemic condition is relatively 
stable. The surgeon will recruit the GP in 
the preoperative care of the patient to sta-
bilise these conditions if appropriate.

A complete drug history is also essential. 
Certain medications such as systemic cor-
ticosteroids (including those that are 
inhaled) and anti psychotic drugs can be 
associated with cataract.15 Some medica-
tions may increase the risk of intraoperative 
complications. For example, alpha1

 adren-
ergic blockers including tamsulosin may 
predispose a patient to intraoperative floppy 
iris syndrome. With prior knowledge, steps 
can be taken during surgery to reduce such 
risks. Blood-thinning agents are not cause 
for particular concern, as current surgical 
technique involves an incision through the 
predominantly avascular cornea.

Surgery: what to expect
Cataract surgery is routinely performed 
under local anaesthetic with the patient 
supine and awake. The operation takes 
between 30 and 40 minutes; however, 
allowing time for recovery, a stay of several 
hours at the day surgery centre is required.

The surgeon first makes a small 

incision at the peripheral cornea to access 
the lens capsule. The anterior portion of 
the capsule is then removed, providing 
access to the cataract (capsulotomy). The 
cataract is  broken down using ultrasound 
(phacoemulsification) before being 
removed through the same corneal inci-
sion. After the natural lens has been entirely 
removed, the new lens may simply be 
inserted into the vacant lens capsule. This 
process remains similar regardless of lens 
type. An IOL is foldable and may be passed 
through the existing incision. The surgeon 
centres the new IOL before sealing the 
wound by corneal stromal hydration. 
Sutures are rarely required (Figure 3).

Recently, femtosecond laser technology 
has been used to facilitate the surgical 
process. To date, there is no evidence that 
outcomes differ between conventional 
small incision and femtosecond laser- 
assisted surgery, and the latter is usually 
more costly. There is some evidence of 
benefit of femtosecond laser-assisted 

 surgery in potentially difficult cases.16,17

Perioperatively, most surgeons have 
patients continue on their regular medi-
cation, including warfarin or aspirin; 
however, this decision may necessitate 
consultation with the GP. Diabetic medi-
cations are usually withheld on the morn-
ing of surgery only. Any sign of infection 
immediately before surgery will result in 
postponement of the operation.

Recovery: postoperative 
considerations
Visual recovery is usually rapid, with most 
patients who undergo routine surgery 
expecting visual acuity of 6/12 or better at 
day one. Patients may complain of glare and 
minor irritation in the immediate few days 
after surgery but this subsides rapidly. Mild 
redness and epiphora are also common 
initially. Antibiotic and anti-inflammatory 
medication are titrated over the initial two 
to four weeks after surgery. Surgery on the 
second eye can be carried out one to two 

Figures 3a to d. The four steps of cataract surgery. a (top left). Breaking up the natural lens  
with an ultrasound tip. b (top right). Removing all lens matter before intraocular lens (IOL) 
insertion. Note the central, round opening to allow access to the lens (capsulotomy).  
c (bottom left). Insertion of the foldable IOL through the existing peripheral corneal incision.  
d (bottom right). Stromal hydration of the corneal incision to seal the eye and prevent wound 
leakage. Note the well-centred IOL.
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weeks after the first eye, although in many cases cataract is asym-
metrical and second-eye surgery can be delayed. A patient with 
significant refractive error may note an ‘imbalance’ (anisometropia) 
between procedures because of the new disparity between eyes 
and should be given appropriate warning. Driving should not be 
contemplated after cataract surgery until the surgeon has  confirmed 
vision requirements have been met.

Postoperative complications of cataract surgery are rare. The 
major complication that GPs should be aware of is endophthalmitis. 
This can develop during the first week after surgery. The patient 
presents with rapid loss of vision, ocular pain that has the quality 
of an ache, increasing redness of the eye and photophobia. The 
incidence of infection after cataract surgery is about 0.05%, and 
patients with immunosuppression, diabetes or significant concurrent 
medical illness are at higher risk.18 Retinal detachment is extremely 
rare in the postsurgical period. Patients may notice reduced visual 
acuity, increased floaters and a peripheral scotoma (visual field loss) 
and should be warned to report such symptoms immediately. 
Patients with any significant symptoms such as loss of vision or 
significant pain should be referred immediately to their 
ophthalmologist.

Conclusion
Modern cataract surgery usually results in significant improve-
ments in vision and quality of life. Although cataract surgery is 
relatively routine, a number of factors can have an impact on 
surgical outcomes, and GPs are in a position to recognise poten-
tial problems and complications.  MT
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