
India has the world’s largest cataract backlog, with 
approximately 7 million individuals in need of cataract surgery 
(1). This is after the launch of the National Programme for the 
Control of Blindness, and of Vision 2020 - the right to sight 
programme - which lead to a considerable improvement 
in the situation. Currently, 5 million cataract surgeries are 
performed every year, up from only 0.5 million in 1976. This is a 
big achievement, particularly with the scarce human resources 
and poor physical infrastructure available in the country. But 
though the number of operations has gone up, the quality still 
needs improvement. Still, surgical complications arising from 
cataract surgery are the cause of just a fraction of blindness 
according to surveys conducted across the country (1).

Due to the huge backlog, we try to do as much work as possible, 
and as fast as possible. And every now and then, we hear about 
cluster infections. Recently, four episodes of cluster infections 
were reported. One was reported from a government hospital in 
Assam in January 2008, and another from Valsad district, Gujarat, 
at an NGO hospital in February 2008. The third was reported 
from a surgical camp conducted by an NGO in Barabanki district, 
Uttar Pradesh, in February 2008 and the fourth occurred at an 
NGO hospital in Trichy, Tamilnadu, in September 2008.

These incidents should not have occurred and everything 
should be done to ensure that they do not occur in the future, 
particularly with the recent advances in science. Yet it is a fact 
that we hear this kind of news every now and again (2-4). The 
perception of the layperson is that the doctors were not careful 
enough. This perception is natural. Here, we present the flip side 
of the same coin - the story from the doctor’s perspective.

To prevent infections in the course of any operation is the job 
of the science of asepsis and anti-sepsis. Our understanding 
of this science has progressed rapidly and the rate of infection 
in eye operations in western countries has come down to 1 in 
10,000 or 15,000 operations (5-8). We do not know the rate of 
infection in India because the true rate of infection does not 
get reported. However, we believe the rate to be 1 in 1,000 
operations in the Indian context. The question is: Why is the rate 
of infection ten times higher in India as compared to the West?

How does the patient get infected post-operatively?

Most post-operative infections are part of hospital acquired 
infection which is a major problem even in developed 
countries. The infection control guidelines from the Joint 
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Commission International states that almost 25% of patients 
who are admitted to a hospital develop hospital acquired 
infection and this rate is nearly 50% in developing countries (9). 

Hospital acquired infection means the patient gets the infection 
after being admitted in the hospital. And, most often, hospital 
staff spread this infection. The guidelines state that maintaining 
cleanliness of hands (hand hygiene) plays a crucial role in 
preventing the spread of infection (10). But it is difficult to 
develop the habit of maintaining cleanliness of hands even in 
developed countries. Thus, one can imagine how much more 
difficult the situation is in a developing country like India (11,12).

Why is the rate of infection in higher in India?

India has the largest cataract backlog in the world. But it has 
only 11,000 ophthalmologists. According to official figures, 2.5 
crore people need cataract surgery, but every year only 45 lakh 
surgeries take place (1). More get added every year to the pool 
of existing cataract blinds. On an average, an ophthalmologist 
in India performs barely 400 cataract surgeries a year. This 
figure is much higher among ophthalmologists in NGOs - 1,000 
(1). The need to perform more surgeries is evident. It takes an 
experienced surgeon 10-15 minutes to perform a cataract 
surgery. Ophthalmologists try to increase their output but 
when we try to perform more surgeries in less time, there are 
more chances of an accident occurring. It is like driving on an 
expressway where many vehicles get involved in an accident at 
the same time. 

Doctors affiliated to NGO hospitals work under pressure 
because of the high volume of work, compromised 
infrastructure and paucity of funds. They are the major 
contributors to achieving targets set by the government. They 
report sporadic incidence of post-operative cluster infections 
of not more than 1:1,000 though this may be explained by the 
difficult working conditions.

It is a painful fact that our medical curriculum lacks training 
for doctors in infection control measures. As students, we did 
not know that infection control is a subject in itself. We learnt 
scrubbing, gowning and gloving, and other important aspects, 
by observing our seniors, but nobody ever talked about the 
science of infection control. 

How can we expect doctors to practise a science that they have 
never learnt? All that we are trained to do is cataract surgery - to 
become cataract surgeons. A famous saying from our teacher, Dr 
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R N Mathur, was: “It is easy to become a good cataract surgeon, 
but it is very difficult to become a good ophthalmologist.” He 
was right. We consider the patient as one more cataract - a 
pathology; we do not look at the patient as a whole. 

Not just that, we get to perform only about 30 cataract 
operations during three years of our residency. We get a degree 
at the end of the three years, but we are not confident enough 
to perform good operations by ourselves (13-15). We need 
more doctors but the training infrastructure is not capable of 
taking the load (16-23).

How can we reduce post-operative infection in eye 
surgeries?

Focusing on post-operative infections in eye operations, some 
of the following can be done:

Revise the infection control guidelines under the national 
programme (24-25).

Spread information among all the players in the country - 
larger level action.

Add infection control as a separate subject in the medical 
curriculum.

Increase quality consciousness by conducting workshops 
and training programmes for all categories of staff. 

Enforce implementation of the guidelines through various 
supervisory inputs.

Most important, laymen must understand that medical science 
has limitations and doctors don’t have all the answers. Second, 
occasionally accidents will occur even if all precautions are taken. 
In the given circumstances in India, the chances of accidents are 
naturally slightly higher. If harsh steps are taken against doctors 
and staff without proof that they were negligent, fewer people 
will want to work in the medical profession.
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