VISUAL OUTCOME OF CATARACT SURGERY IN A TERTIARY HOSPITAL, SOUTH EAST NIGERIA: A THREE-YEAR RETROSPECTIVE STUDY


ABSTRACT
The visual outcome of cataract surgery is a critical measure of its effectiveness and is an essential aspect of quality control in ophthalmic care. The burden of cataracts is especially pronounced in developing countries. This study investigated the characteristics of patients that had cataract surgery and their subsequent visual outcomes. Data was collected from a total of 117 patients, with a mean age of 65.23 years. Majority of the patients had mature cataracts (76.9%) and underwent Small Incision Cataract Surgery (SICS) (94.0%). Pre-operative visual acuity was poor in the majority of patients, with 88.0% having visual acuity better than 6/60 to LP. The visual outcome improved significantly on the first post-op day with 71.8% of patients having a visual acuity better than 6/18 to 6/60. This improvement was sustained at 6 weeks post-op. Pre-operative Intraocular Pressure (IOP) ranged between 10-19 mmHg for the majority (72.7%) of the patients. Post-operative IOP was largely reduced, with >90% % of patients having an IOP of 19 mmHg or less. Complications were relatively rare with 94% of surgeries occurring without intra-op complications and 87.2% of patients having no post-op complications. High Intraocular Pressure and a hazy cornea were the most common post-op complications, occurring in 2.6% and 5.1% of cases respectively. At 2 months post-op, 49.6% of patients had visual acuity of 6/18 or better with best correction. Without correction, 21.4% of patients had visual acuity of 6/18 or better. Patient characteristics (age and sex) and the type of cataract surgery performed did not show a statistically significant relationship with the visual outcome at 2 months post-op (P= 0.14,0.42). However, the nature of the cataract showed a significant association with the visual outcome, with mature cataracts having better visual acuity compared to hypermature cataracts (P=0.047). . The study concludes that the majority of patients show significant improvement in visual acuity following surgery, a considerable number of patients continue to exhibit suboptimal visual acuity and require additional corrective measures. The need for ongoing management and regular ophthalmological follow-up is recommended.
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2. INTRODUCTION
Cataract, a prevalent age-related eye disease characterized by the clouding of the lens, remains one of the significant causes of reversible blindness and visual impairment globally [1]. The burden of cataracts is especially pronounced in developing countries, but the condition also affects a significant portion of the elderly population in developed countries [2]. Cataract surgery, involving the replacement of the clouded lens with an artificial one, has emerged as an effective solution to restore visual acuity [3].
The visual outcome of cataract surgery is a critical measure of its effectiveness and is an essential aspect of quality control in ophthalmic care [4]. Various factors can influence these outcomes, including surgical techniques, intraoperative complications, the type and severity of the cataract, and the patient's systemic and ocular health [5]. Furthermore, the individual's perceived improvement in vision and quality of life postoperatively adds a subjective element to these outcomes [6].
Previous studies have suggested that the overall visual outcomes of cataract surgery are generally good, with a significant proportion of patients reporting improved visual acuity and quality of life [7]. 
Moreover, factors such as the surgeon's experience, surgical techniques, and patient characteristics can all potentially influence the outcome of cataract surgeries [8]. Hence, an extensive understanding of these factors is vital in predicting and optimizing the long-term visual outcomes of these surgeries.
This study aims to assess the visual outcomes of patients who underwent cataract surgery over a three-year period. thereby enhancing preoperative patient counselling and contributing to improving surgical techniques and postoperative care.Top of Form
3. RESEARCH METHODOLOGY
The present study is a retrospective analysis of data from patients who underwent cataract surgery at a tertiary eye care center in a three-year period. The study analyzed the visual outcome of cataract surgery, based on multiple variables such as patient characteristics, pre- and post-operative visual acuity, intraocular pressure, type of surgery, anesthesia used, and surgical complications. Procedure-: patient in supine position cleaned and draped under subcutaneous anesthesia. Eye exposed with lid speculum.Superior bridle suture kept in place. Fornix based conjunctival suture raised .Haemostasis maintained. Partial smile Incision made. Crescent blade used in creating a tunnel. A side incision to create bubble and tryptan blue.Anterior capsulotomy done. Nucleus delivered. Irrigation and aspiration done. Lens inserted. wound closed with 10/0 virgin silk. Immediate post-op medications administered to the eye.The model of lens used for was Appallens. One surgeon carried out these surgeries over the 3 year period.
2.1	Data Collection
The patient data used for this study were retrospectively collected from the hospital's health records. Data of Patients who underwent cataract surgery from 2019 to 2022 were assessed. Data included demographics (age and sex), nature of cataract, operated eye, presence of posterior synechiae, pre and post-operative visual acuity, intraocular pressure, the type of cataract surgery and anesthesia used, and complications if any. 
2.2	Sample Size
A total of 117 patients were included in this study, selected based on specific inclusion and exclusion criteria. Inclusion criteria were all patients who underwent cataract surgery within the study period. Exclusion criteria included patients with less than 2 months follow-up and incomplete medical records.
2.3	Outcome Measures
The primary outcome measure was visual acuity (VA), assessed at different points: pre-operation; 1day post-operation, 6 weeks post-operation, and 2 months post-operation (with and without best correction). Visual acuity was classified into three categories: 6/18 or better, < 6/18 to 6/60and <6/60 to light perception(LP).Secondary outcome measures included intraocular pressure (IOP) pre and post-operation, and complications arising during or after the surgery. Intraocular pressure was categorized into three groups: ≤9, 10-19, and ≥20 mmHg.
2.4	Data Analysis
The data were analyzed using descriptive and inferential statistics. Descriptive statistics involved the computation of frequencies and percentages for categorical variables. The mean and standard deviation were computed for continuous variables. The chi-square test was used to analyze the association between patient characteristics and visual acuity outcomes 2 months post-operation. A p-value of less than 0.05 was considered statistically significant. All statistical analyses were performed using a statistical software package (SPSS). 
2.5	Ethical Considerations
Given the retrospective nature of the study, there was no direct patient involvement, and the study posed minimal risk. However, it was still essential to maintain the confidentiality and anonymity of the patient data. Ethical approval for the study was sought from the Institutional Review Board of the Abia State University teaching hospital.
4. RESULTS
The mean age of the patients is 65.23 years, with the majority of patients being 60 years or older. The sample included more males than females, and the operated eye is nearly evenly split between right and left. Most cataracts were mature, and the vast majority of patients did not have posterior synechiae in the operated eye (Table 1). 
Table 1: Characteristics of patients
	[bookmark: _Hlk137727253]Variables
	Frequency
	Percent (%)

	Age Group (in years)

	<50
	11
	9.4

	50-59
	23
	19.7

	60-69
	33
	28.2

	70-79
	37
	31.6

	≥80
	13
	11.1

	Sex 
	
	

	Male 
	66
	56.4

	Female
	51
	43.6

	Operated Eye
	
	

	Right
	58
	49.6

	Left 
	59
	50.4

	Nature of cataract
	
	

	Mature 
	90
	76.9

	Immature 
	16
	13.7

	Hypermature
	11
	9.4

	Presence of posterior synechiae in operated eye
	
	

	Yes
	5
	4.3

	No 
	112
	95.7


aMean age= 65.23 ± 11.94 years
 Before surgery, most patients (88.0%) had a VA of <6/60 to LP. After surgery, there's a significant improvement in VA: 71.8% of patients had a VA of <6/18 to 6/60 one day after surgery, 70.9% of patients had a VA  in this range six weeks after surgery while at 2 months 21.4% had VA 6/18 or better and 63.2 had VA < 6//18 to 6/60   (Table 2). 
Table 2: Visual acuity pre-op, 1-day post-op 6 weeks post-op & 2 months post-op
	[bookmark: _Hlk137728993]Visual acuity (VA)
	Frequency
	Percent (%)

	Pre-op

	6/18 or better
	3
	2.6

	<6/18 to 6/60
	11
	9.4

	< 6/60 to LP
	103
	88.0

	1-day post-op
	
	

	6/18 or better
	3
	2.6

	< 6/18 to 6/60
	84
	71.8

	< 6/60 to LP
	30
	25.6

	6 weeks post-op
	
	

	6/18 or better
	8
	6.8

	< 6/18 to 6/60
	83
	70.9

	< 6/60 to LP
	26
	22.2

	2 months post-op 
	
	

	6/18 or better
	25
	21.4

	< 6/18 to 6/60
	74
	63.2

	< 6/60 to LP
	18
	15.4


 Prior to surgery, most patients had an IOP between 10 and 19 mmHg. After surgery, the majority of patients had an IOP of 10-14 mmHg. Almost all patients underwent small incision cataract surgery (SICS), and most received sub tenon's anesthesia (Table 3). 
Table 3: IOP, Type of Cataract surgery and Anaesthesia
	Variables
	Frequency
	Percent (%)

	IOP 

	Pre-op IOP (mmHg)

	≤9
	8
	6.8

	10-19
	85
	72.7

	≥20
	24
	20.5

	Post-op IOP
	
	

	≤9
	41
	35.0

	10-19
	67
	57.3

	≥20
	9
	  7.7

	Type of cataract surgery
	
	

	Conventional ECCE
	7
	6.0

	SICS
	110
	94.0

	Type of local anaesthesia
	
	

	Peribulbar 
	8
	6.8

	Retrobulbar 
	5
	4.3

	Sub tenons 
	104
	88.9



Intra-operatively, most patients(94%) had no complications. A small percentage experienced complications such as premature entry, iris prolapse, and vitreous loss. Post-operation,87.2% also had no complications. However, some did experience high IOP, a hazy cornea, iris pigments on the lens, retained soft lens, or other issues (Table 4). 
Table 4: Complications of cataract surgery
	Cataract surgery complications
	Frequency
	Percent (%)

	Intra-op

	Premature entry
	1
	0.9

	Iris prolapse
	2
	1.7

	Vitreous loss
	1
	0.9

	None
	110
	94.0

	Post capsule rent
	3
	2.6

	Post-op
	
	

	High IOP
	3
	2.6

	Hazy cornea
	6
	5.1

	Iris pigments on the lens
	2
	1.7

	Retained soft lens
	2
	1.7

	Others 
	2
	1.7

	None
	102
	87.2


The study compared visual acuity two months post-op with and without the best correction. With the best correction, almost half of the patients (49.6%) had a visual acuity of 6/18 or better. Without correction, this dropped to 21.4% (Table 5). 
Table 5: VA with and without correction of operated eye
	Visual acuity (VA)
	Frequency
	Percent (%)

	2 months post-op with best correction

	6/18 or better
	58
	49.6

	<6/18 to 6/60
	44
	37.6

	< 6/60 to LP
	15
	12.8

	2 months post-op without correction
	
	

	6/18 or better
	25
	21.4

	<6/18 to 6/60
	74
	63.2

	<6/60 to LP
	18
	15.4


The association between patient characteristics and visual acuity with the best correction two months post-op was also evaluated. Age, sex, and type of cataract surgery showed no statistically significant associations (P= 0.14,0.42) with visual acuity. However, the nature of the cataract was significantly associated with visual acuity (P=0.047). (Table 6).Top of Form

Table 6: VA with best correction at 2 months with patient characteristics
	Characteristics
	6/18 or better %
	< 6/18 to 6/60   %
	< 6/60 to LP%
	χ2
	P-value 

	Age in years
	
	
	
	
	

	<70
	13 (19.4)
	47 (70.1)
	7 (10.4)
	3.948
	0.142

	≥70
	12 (24.0)
	27 (54.0)
	11 (22.0)
	
	

	
	
	
	
	
	

	Sex
	
	
	
	
	

	Male 
	13 (19.7)
	45 (68.2)
	8 (12.1)
	1.829
	0.420

	Female
	12 (23.5)
	29 (56.9)
	10 (19.6)
	
	

	
	
	
	
	
	

	Nature of cataract
	
	
	
	
	

	Mature
	21 (23.3)
	57 (63.3)
	12 (13.3)
	9.469
	0.047*

	Immature
	3 (18.8)
	12 (75.0)
	1 (6.3)
	
	

	Hypermature
	1 (9.1)
	5 (45.5)
	5 (45.5)
	
	

	
	
	
	
	
	

	Type of cataract surgery
	
	
	
	
	

	Conventional ECCE
	2 (28.6)
	3 (42.9)
	2 (28.6)
	1.512
	0.542

	SICS
	23 (20.9)
	71 (64.5)
	16 (14.5)
	
	


*Statistical significance
Table 6 shows the association between patient characteristic and VA with best correction at 2 months post-op. Age, sex and types of cataract surgery did not show any statistical significance (P=0.142, P=0.420 & P=0.542) respectively. Only nature of cataract showed a statistically significant association with the outcome measure (VA at 2 months post-op with best correction), P=0.047.

5. DISCUSSION
Cataract surgery is one of the most commonly performed ophthalmic procedures globally, contributing to significant improvement in visual acuity and quality of life for patients affected by this condition [9].
The study's patient pool was composed predominantly of older individuals, with most (31.6%) falling in the 70-79 age group, closely followed by the 60-69 age group (28.2%). This corresponds with current global trends and emphasizes the increased risk of cataract formation with age [10]. Interestingly, a significant portion of patients (11.1%) were 80 years or older, confirming the medical feasibility of conducting cataract surgery in this high-age demographic.This is consistent with worldwide trends, as the incidence and prevalence of cataracts increase with age, and cataracts are a major cause of visual impairment in older adults [9,11].
Patients were more often male (56.4%) than female (43.6%), a slightly higher ratio than global averages of cataract prevalence, which shows a balanced distribution between genders [12]. This contrasts with global statistics that suggest a higher prevalence of cataract-related vision loss in women than men, largely attributed to longer life expectancy in women and sociocultural factors affecting access to healthcare [13,14]. The reasons for this discrepancy in our study population could be attributed to regional differences. This might also indicate a bias in access to healthcare services or reflect demographic characteristics specific to the study's setting.
The distribution of operated eyes (Right: 49.6%, Left: 50.4%) suggests no particular preference or indications for operating on one eye over the other, aligning with previous findings that cataracts commonly affect both eyes [15].This can be attributed to the nature of cataracts, which typically does not favour one eye over the other [16].
The vast majority of cases involved mature cataracts (76.9%), a relatively late stage of the condition where the lens becomes completely opaque.This can be linked to the age distribution of the study population, considering that mature cataracts are more common in older age groups [17]. Fewer cases involved immature (13.7%) or hypermature (9.4%) cataracts. The high percentage of mature cataracts could be related to patient factors (delayed access to care, late diagnosis) or clinician factors (prioritizing worse cases for surgical intervention). This aligns with global studies indicating late-stage presentation as a significant problem in cataract management [10].
The presence of posterior synechiae was rare among the sample (4.3%), suggesting that most cataracts were primary and not due to uveitis or other conditions causing inflammation inside the eye. This is consistent with literature reports, as posterior synechiae are typically associated with complex cataracts and intraocular inflammation, which are less common [18].
Modern surgical procedures have greatly improved visual acuity outcomes; however, the degree of postoperative success varies widely across individual cases and demographic factors [19]. This variance underscores the importance of research into the factors influencing visual outcome after cataract surgery. It’s crucial to understand the basis for measurement of visual acuity. Visual acuity, measured on a scale from 6/6 (normal vision) to light perception (LP), is often used as a proxy for overall visual function in ophthalmology [20]. A lower visual acuity score indicates poorer vision, whereas a higher score indicates better vision.
In the preoperative period, only a small proportion (2.6%) of the 117 patients involved in the study had a VA of 6/18 or better, which is often deemed as moderate visual impairment [1]. Furthermore, 9.4% of the patients had a VA between < 6/18 and 6/60, while the majority (88.0%) had a VA between < 6/60 and light perception, indicating severe visual impairment or blindness. Visual acuity is a measure of the spatial resolution of the visual processing system and is frequently measured as a fraction, with normal vision typically described as 6/6 or 20/20 in the Imperial system [24].
One day after the operation, the VA in patients showed significant improvement, suggesting the immediate benefits of cataract surgery. The proportion of patients with a VA of 6/18 or better remained at 2.6%, but the proportion of patients with a VA < 6/18 and up to 6/60 increased dramatically to 71.8%. Those with a VA between < 6/60 and LP dropped to 25.6%. These results align with the work of Pascolini and Mariotti[11], which observed a noticeable improvement in VA one day after cataract surgery.
Further improvements were observed six weeks post-surgery, where the patients with a VA of 6/18 or better increased to 6.8%. The proportion of patients with a VA between <6/18 and 6/60 remained relatively stable (70.9%), and those with a VA between < 6/60 and LP decreased further to 22.2%.The significant improvement in visual acuity post-surgery aligns with established literature underscoring the efficacy of modern cataract surgery techniques [22]. However, the study’s findings are not without limitations. There is a small but consistent number of patients who reported no improvement or experienced a decline in visual acuity post-surgery, which underscores the need for improved preoperative assessment and patient selection.
These results are in keeping with existing literature suggesting that cataract surgery significantly improves visual acuity in the majority of patients, especially those with preoperative visual acuity of less than 6/60 [20,23]. 
The study also confirms that a comprehensive follow-up, up to six weeks post-surgery, is crucial for monitoring and managing visual recovery. Not only does it allow for the evaluation of the success of the surgery, but it also provides an opportunity to detect and manage any potential postoperative complications [24].
Elevated preoperative IOP has been shown to predict postoperative glaucoma, a major cause of vision loss after cataract surgery [25]. In our study, preoperative IOP was assessed, and it was found that a substantial majority of the patients (72.7%) had an IOP of between 10-19 mmHg, considered the normal range. Notably, 20.5% had an IOP of 20 mmHg or more.
Postoperatively, the distribution of IOP showed a significant shift towards the lower ranges. After surgery, 92.2% of the patients had an IOP in the ranges of ≤9 and 10-19 mmHg, with only 7.7% having an IOP of 20 mmHg or more. This decrease in IOP postoperatively is in alignment with prior research, which has consistently shown a reduction in IOP following cataract surgery [26]. 
In terms of the surgical approach, majority of our patients (94%) underwent Small Incision Cataract Surgery (SICS), which is a cost-effective and safe alternative to phacoemulsification, particularly in developing countries with a high burden of cataract blindness [27]. Only 6% of our patients underwent the more traditional Extracapsular Cataract Extraction (ECCE). This can be attributed to the advantages that SICS provides over ECCE, including shorter surgical time, faster wound healing, and lesser induced astigmatism [28].The clear preference for SICS indicates its ease, speed, and low cost, coupled with its effectiveness in improving vision.
Anesthesia is a critical part of the surgical process, influencing both intraoperative patient comfort and postoperative recovery [29]. Among our patients, 88.9% were administered sub-Tenon's anesthesia, which is a safer alternative to peribulbar and retrobulbar anesthesia with fewer complications [30]. The remaining patients received either peribulbar (6.8%) or retrobulbar (4.3%) anesthesia. Sub-tenon’s anaesthesia is preferred because it's less likely to result in complications such as globe perforation or retrobulbar hemorrhage compared to other methods [31].
The visual outcome of cataract surgery remains a critical concern in ophthalmology due to the potential complications that can arise intraoperatively and postoperatively, thereby influencing patients' visual acuity [32]. A review of the data collected over three years indicates that a significant majority of patients experienced no complications during the surgical procedures, with 94.0% of cases reporting no intraoperative complications and 87.2% reporting no postoperative complications. This aligns with recent findings by Hashemi et al. [33], suggesting modern surgical techniques and improved perioperative care has significantly reduced the incidence of complications.
Despite the advancements, some complications were observed. Intraoperatively, the complications observed were premature entry (0.9%), iris prolapse (1.7%), and vitreous loss (0.9%). Postoperatively, complications included high intraocular pressure (IOP) (2.6%), hazy cornea (5.1%), iris pigments on the lens (1.7%), retained soft lens (1.7%), and other less specific complications (1.7%).
Premature entry, while infrequent, has been identified as a risk factor for subsequent complications, including infection and damage to the intraocular structures, potentially impacting postoperative vision [34]. The small incidence of iris prolapse and vitreous loss in this study aligns with the reduced frequency reported in recent literature, due to the refinement of surgical techniques and use of advanced intraocular lenses [35].
Postoperative complications also impact visual outcomes and quality of life for patients. Elevated IOP was identified in 2.6% of patients. This could be a consequence of inflammatory response, retained lens material, or the use of corticosteroids in the postoperative period [36]. Another common complication, a hazy cornea, was observed in 5.1% of the patients. This could occur due to corneal edema induced by surgical trauma or endothelial cell loss and may cause blurred vision if not treated timely [37].
The presence of iris pigments on the lens and retained soft lens were seen in 1.7% of patients. The pigments on the lens could arise from the mechanical trauma of surgery or postoperative inflammation, affecting visual quality [38]. The retained soft lens pieces may lead to inflammatory response or elevated IOP, requiring additional intervention [39].
The results of this study indicate that the postoperative visual acuity, both with and without correction, varied widely among patients. The distribution of visual acuity outcomes underscores the complexity of cataract surgery and the variety of factors that can influence surgical outcomes. Several studies have outlined the role of cataract surgery in enhancing the visual acuity in patients [11,39]. The results of this study reaffirm the significance of these findings. Two months postoperatively, with the best correction, approximately half of the patients (49.6%) achieved a visual acuity of 6/18 or better. This result is comparable with previous studies, such as Hashemi et al. [40], which found a similar proportion of patients achieving this level of visual acuity postoperatively. 
A sizable proportion of patients (37.6%) had postoperative visual acuity < 6/18 to 6/60. Despite surgical intervention, these patients had not reached optimal visual acuity. This discrepancy can be attributable to various factors such as intraoperative complications, the quality of postoperative care, or pre-existing ocular conditions [41].Similar findings were reported in studies conducted by Bourne et al. [2] and Riaz et al. [42], where significant improvements in visual acuity were noted when suitable correction measures were employed.
The remaining 12.8% of patients had a visual acuity of < 6/60 to Light Perception (LP) two months postoperatively. This poorer visual outcome may reflect a subgroup of patients with more complex cases, such as those with severe cataracts or additional comorbid ocular conditions [43].
Without correction, two months postoperatively, only 21.4% of patients achieved a visual acuity of 6/18 or better. This decrease in visual acuity compared to corrected vision indicates the ongoing need for corrective measures, such as glasses or contact lenses, following surgery [44].
The majority of patients (63.2%) had a postoperative visual acuity < 6/18 to 6/60. Despite the surgical intervention, these patients still required corrective measures to reach optimal visual acuity. Lastly, 15.4% of patients had a visual acuity < than 6/60 to LP. This emphasizes the importance of follow-up care and potential need for additional treatments in some cases [45].
The results of this study did not indicate a statistically significant association between age and visual acuity post-op. While a higher percentage of patients aged 70 and above had a VA of 6/18 or better compared to those aged less than 70 (24.0% vs. 19.4%), the observed differences were not statistically significant (P=0.142). Previous research has indicated that patient age may affect the outcome of cataract surgery[46]; however, our study did not corroborate this. These results imply that age should not be a limiting factor when considering a candidate for cataract surgery, which is consistent with World Health Organization guidelines that recommend cataract surgery irrespective of age [47]. This demonstrates the power of evidence-based research in identifying risk factors and predictors of surgical outcomes. The association between cataract maturity and better visual outcome also corresponds with previous studies indicating that patients with mature cataracts tend to have better post-operative visual acuity [48].
On the other hand, age, sex, and the type of cataract surgery did not exhibit any statistically significant association with the post-operative VA (P=0.142, P=0.420, & P=0.542, respectively). This contradictory to a previous study which found age as a critical determinant of visual outcome following cataract surgery [49]. This disparity suggests that more research may be needed to reconcile the difference between this study's results and previous literature. However, both males and females presented a large percentage of patients who showed improved visual acuity (better than 6/18 to 6/60). This supports previous studies which have demonstrated no significant difference in cataract surgery outcomes based on sex [50].
With regard to sex, the study found no significant difference in visual acuity between males and females post-op (P=0.420). Both groups presented a large percentage of patients who showed improved visual acuity (better than 6/18 to 6/60). This supports a recent study by Patnaik which have demonstrated no significant difference in cataract surgery outcomes based on sex (P=0.143) [50].
Notably, the nature of the cataract was the only variable that showed a statistically significant association with visual outcome (p=0.047). Patients with mature cataracts had the best outcomes, with 23.3% achieving VA of 6/18 or better. The poorest outcomes were observed in patients with hypermature cataracts. Previous research has also highlighted that the nature of the cataract can influence the visual outcome after surgery [51]. This result underscores the importance of early detection and timely management of cataracts to prevent progression to a hypermature state.
Lastly, the type of cataract surgery, whether conventional ECCE or SICS, did not appear to significantly impact the visual outcomes at 2 months post-op (p=0.542).This finding is consistent with the broader literature, which suggests both SICS and ECCE offer comparable visual outcomes, with a slight edge to SICS due to its cost-effectiveness and faster recovery time [52]. 
CONCLUSION
The data from this three-year retrospective analysis reflect well-documented trends in cataract epidemiology, with a high prevalence in older age groups, a slight male predominance, and a majority of mature cataracts.The study reaffirms the effectiveness of cataract surgery in improving visual acuity.The IOP reduction postoperatively reinforces the finding that cataract surgery provides benefits beyond visual improvement. The predominance of SICS and Sub-tenon’s anaesthesia reflects current surgical and anaesthetic practices favouring safety, efficacy, and patient comfort. Although the majority of patients show significant improvement in visual acuity following surgery, a considerable number of patients continue to exhibit suboptimal visual acuity and require additional corrective measures.
RECOMMENDATIONS
Based on the results of the study, the following recommendations can be made:
1. Enhance Preoperative Patient Selection and Counselling: It is important to consider the nature of cataract before planning the surgical intervention, as there is a significant association between the nature of cataract and visual acuity (VA) outcomes. Mature cataracts have shown better visual outcomes compared to immature and hypermature cataracts. This understanding can enhance preoperative patient counselling and set realistic expectations for postoperative vision improvement.
2. Use of Small Incision Cataract Surgery (SICS): The majority of the surgeries in the sample were performed using SICS (94.0%). Given the lack of a statistically significant difference in visual outcomes between SICS and conventional extracapsular cataract extraction (ECCE) (p=0.542), SICS can continue to be used as the preferred surgical procedure considering its advantages such as cost-effectiveness and relatively shorter recovery time.
3. Postoperative Follow-Up and Eye Care: Regular follow-up and comprehensive eye care post cataract surgery is crucial as some patients experienced complications such as high intraocular pressure (IOP) and hazy cornea in the post-operative period. This emphasizes the need for ongoing management and regular ophthalmological follow-up.
4. Refractive Correction: It is crucial to ensure appropriate refractive correction following cataract surgery. There is a marked improvement in VA with best correction as compared to without correction 2 months post-op.
Study Limitations
As with all retrospective studies, this research had some inherent limitations, such as the potential for missing data and the inability to establish causal relationships due to the observational nature of the study. Moreover, the study was conducted in a single centre, which might limit the generalizability of the results.
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