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Abstract 

Aim:-Hospital based study from April 2005 to March 2011 conducted among the population to determine 

the prevalence of cataract in coastal district of Kerala state of India. 

 Methodology:-The data’s collected from registers of ophthalmology department of district hospital and two 

private hospitals in Thiruvananthapuram, Kollam and Alappuzha districts to access the gender prevalence 

and prevalence of different age groups. The total number of cataract operation carried out in these districts 

were collected from Directorate of Health, Thiruvananthapuram to evaluate the prevalence among the total 

population Significance of cataract prevalence was analyzed using MATLAB and SPSS statistical 

package 

Result: Overall survey indicates that cataract prevalence among the total population increased in 

Thiruvananthapuram, Kollam and Alappuzha districts within six years. The prevalence increased 

significantly in Thiruvananthapuram, Kollam, and Alappuzha from 0.35%, 0.24%, 0.26%  to 0.44% 

(p=0.00015), 0.37% (p=0.0010) and 0.51% (p=0.000157). Female gender prevalence was 

significantly higher in all the districts. Prevalence among females were Thiruvananthapuram 

(51.9%, p=0.004), Alappuzha (60.6%, p=0.0000344) and Kollam (58.2%, p=0.000214). 

 Conclusion: - The present study has shown that Kerala has been able to arrest the increasing 

prevalence of blindness by improving the general health conditions of individuals and by decreasing the 

population growth. Cataract blindness in Kerala can be effectively controlled only if effective strategies are 

developed to reduce the incidence of blinding cataract. 
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Introduction 

 Cataract is a public health problem in many developing countries including India. Traditionally, the 

cataract intervention programme is evaluated by the number of cataract operation performed per year. 

According to World Health Organization's (2011) global estimate, there are 285 million people worldwide 

who are visually disabled, of whom 246 million have low vision and 39 million are blind, and the number is 

steadily increasing because of population growth and aging [1]. Million's of cataract extractions are caring 

out each year in India. In spite of this huge effort, evidence from recent prevalence data suggests that 

cataract blindness is increasing [2]. (survey conducted by the National Blindness Prevention and Control 

Programme, WHO). Cataract blindness in India is too massive to be solved by the surgical programme 

alone, particularly in view of the aging population trend which is expected substantially to increase the 

number of new cases of blindness from cataract [3]. 

  It is estimated that there are about 12 million blind people due to cataract in India alone [4]. 

Blindness is not only a medical and personal problem, it is also a socioeconomic issue for the individual and 

the community. Cataract is the leading cause of blindness worldwide, and any means of delaying or 

preventing its onset would have enormous social and economic benefits. 

 The prevalence of blindness in people ≥50 years in Cape Town, South Africa was lower than 

expected probably because of high cataract surgery coverage [5]. The total prevalence of surgical cataract in 

Galle District of Sri Lanka is 0.32% [6]. Women have a significantly higher prevalence than men and 

nuclear cataract is the most common type. High prevalence of cataract continues in India [7]. Blinding eye 

diseases are highly prevalent in many developing countries, where the prevalence of blindness has been 

estimated to be 10 to 40 times higher than in industrialized countries.  And most are found in the developing 

countries of Africa, Asia and Latin America. About 75% of this blindness is avoidable, i.e. it is either 

treatable or preventable [8].  

Patients and methodology 

This research is an epidemiological descriptive study of three districts of Kerala state of India. Study 

mainly focused on prevalence, gender prevalence and prevalence in different age groups.  

To calculate the prevalence among the total population, the total number of cataract performed in these district in 

these six years (April 2005- March 2011) were collected from the Directorate of Health, Thiruvananthapuram. 

The data’s collected from registers of Ophthalmology department of district hospital and two private hospitals  

used to calculate the gender prevalence and prevalence in the different age groups. The age is grouped in to eight 

categories, 0-15, 16-40, 41-50, 51-60, 61-70, 71-80, 81-90 and 91-100.  The census of Kerala for the years 2001, 

2011 and percentage of decadal growth of the population collected from the statistical department, 

Thiruvanathapuram was used for the population based epidemiological study. Significance of cataract 

prevalence was analysed using MATLAB and SPSS statistical package [9] 
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RESULT 

A six year study was conducted to review the prevalence of cataract in southern districts of Kerala 

state (Thiruvananthapuram, Kollam and Alappuzha) of India. The patients aged between 3 months 

to 100 years admitted for cataract surgery have participated in this study.  

Overall survey indicates that cataract prevalence among the total population increased in 

Thiruvananthapuram, Kollam and Alappuzha districts within six years. Prevalence in 

Thiruvananthapuram, Kollam and Alappuzha were 0.48%, 0.44% and 0.37% (Table -1,5,9,13 &17). 

The prevalence increased significantly in Thiruvananthapuram, Kollam, and Alappuzha from 0.35%, 

0.24%, 0.26%  to 0.44% (p=0.00015), 0.37% (p=0.0010) and 0.51% (p=0.000157). Prevalence per 

10,000 population has changed from 35.04 to 48.30 in Thiruvananthapuram, 23.87 to 43.88 in Kollam 

and  26.42 to 37.38 in Alappuzha . Cataract surgery rate in the three southern district of Kerala 

(Thiruvananthapuram, Kollamaand Alappuzha) increased dramatically between 2005 and 2011 

according to this study.  

 Female gender prevalence was significantly higher in all the districts. Prevalence among 

females were Thiruvananthapuram (51.9%, p=0.004), Alappuzha (60.6%, p=0.0000344) and 

Kollam (58.2%, p=0.000214). 

 In coastal districts like Thiruvananthapuram (34.3%, p=0.00001), Kollam 

(31.4%,p=0.00005) and Alappuzha (40.2%, p=0.000044)  prevalence was highest in the age group 

of 61-70. Congenital cataract was highest in Thiruvananthapuram (5.1%) and lowest in Alappuzha 

(0.6%). In all the districts the lowest prevalence observed in the age group of 91-100 and prevalence 

markedly increased from 51 to 80 years. 

 Discussion and conclusion 

The aging population trend, which is expected substantially to increase new cases of blindness from 

cataract is a clear indication that the cataract blindness in Kerala is too massive to be solved by the surgical 

programme alone. Cataract blindness in  Kerala as well as in India can be effectively controlled only if 

effective strategies are developed to reduce the incidence of blinding  cataract. 

According to this study females have significantly higher prevalence than males. Prevalence of the 

low vision and the blindness were higher in females than in males (p< 0.005) {12} . It has been shown in 

Australian Blue Mountain study {13,14} that females gender is generally associated with increased age 

adjusted risk of cataract and the findings of this study is also similar to the Australian Study. Accordingly, 
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the blindness problem remains challengingly high {15}.  The women who started menstruating late are at an 

even higher risk {16}. In the higher age groups, women tend to suffer from cataract more than do males. 

This appears to be true particularly in western countries {17}; in view of the well known difficulties of 

distinguishing between senile and diabetic cataract, it is worth recalling that at least in the U.S.A., women 

above about 50 years of age have significantly high blood sugar level than men. Other suggestive 

epidemiological correlations are found to exist. Women are almost 40 percent more likely to develop 

cataract than men. Women who get more lutein, zeaxanthin and vitamin E are  less likely to develop cataract 

than women who skip on those nutrients  {18}. In coastal district Alappuzha highest prevalence  recorded in 

the age group of 61-70 years(p=000044). Increase in blindness prevalence among people aged 50 years and 

above was observed compared to earlier studies.                                                                                    

Those aged 70 and above had a five times higher risk of being blind compared to those aged 50-59 

years  8. Prevalence of blindness among people aged 50 years and above has reduced from 9.8% in the same 

15 states in the 1986-89 survey, to 8.5% in the national survey. A population-based study of lens opactities, 

the proportion of population who have undergone cataract surgery has a marked increase in the decades after 

40 yrs.{19} Incidence of cataract surgery in united state is high among those over 70 years, with an annual 

increase of about 14%  {20} . Programs to further reduce the burden of visual impairment need to be 

targeted toward the correction of refractive error and surgery for cataracts in Brazilian city  {21}. The trend 

of increasing incidence of cataract with increase age is a major public health concern with an aging 

population in Australia and the world{ 22}. Overall the survey indicates a  high prevalence of human 

cataract in Alappuzha district. The high rate of cataract blindness in Alappuzha  is a clear indication that the 

cataract blindness in Kerala is too massive to be solved by the surgical programme alone. Cataract blindness 

in Alappuzha as well as in Kerala can be effectively controlled only if effective strategies are developed to 

reduce the incidence of blinding  cataract.   
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financial 

years 

Alappuzha 
Kollam Thiruvananthapuram 

prevalence 

% 

P 

value 

prevalence/ 

10,000 

population 

Prevalen

ce % 

P value 

 

 

 

 

 

 

Prevalenc

e/ 10,000 

populatio

n 

Preval

ence % 

P value  

 

 

 

 

 

 

Prevale

nce/ 

10,000 

populat

ion 

2005-2006 0.26  

 

 

 

26.42 0.24 23.87 0.35 35.04 

2006-2007 0.27 27.00 0.29 28.96 0.39 38.57 

2007-2008 0.26 26.49 0.32 31.74 0.41 41.02 

2008-2009 0.25 24.78 0.33 32.66 0.46 45.51 

2009-2010 0.32 
0.0011

* 
31.89 0.33 

0.002* 

 
33.41 0.48 

0.001 

* 
48.33 

2010-2011 0.37 
0.0010

* 
37.38 0.44 

0.0001

** 
43.88 0.48 

0.001 

* 
48.30 

** highly significant  * significant 

 Table.1-Prevalence of cataract among the total population in coastal  districts. 

Table. 2 – Gender distribution & prevalence percentage in Coastal  districts 

Sex 

Cataract  

Kollam Thiruvananthapuram Alappuzha 

Total Percentage (%) P value Total 
Prevalence 

% 

P value 

0.004 * 

total 
percentage 

(%) 

P Value 

(remarks) 

 

 

0.0000344 

** (highly  

       significant) 

Male 3,113 41.8 

0.000214** 

4,128 48.1 
3,772 39.4 

Female 4,335 58.2 4,453 51.9 5,803 60.6 

Total 7,448 100 8,581 100 9,575 100 

** highly significant          * significant 

Table-3:  Age distribution & prevalence of cataract patients in Coastal  districts. 

Age group 

cataract 

Thiruvananthapuram Kollam Alappuzha 

Total Prevalence% P value Total 
Prevalence 

% 
P value Total 

Prevalence 

(%) 

P value            

(remarks) 

0-15 442 5.1 0.08 319 4.3 0.073 60 0.6 0.0878 

16-40 616 7.2 0.071 483 6.5 0.087 143 1.5 0.0771 

41-50 770 9.0 0.066 558 7.5 0.076 584 6.1 0.065 
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51-60 2,069 24.1 0.0003** 1,688 22.7 
0.0009 

** 
1,867 19.5 0.00023 ** 

61-70 2,944 34.3 0.00001** 2,340 31.4 
0.00005 

** 
3,849 40.2 0.000044 ** 

71-80 1,400 16.3 0.0072* 1,731 23.2 
0.00042 

** 
2,584 27.0 

0.000172  

** 

81-90 289 3.4 0.093 305 4.1 0.08 461 4.8 0.085 

91-100 51 0.6 0.3 24 0.3 0.213 27 0.3 0.43 

Total 8,581 100  7,448 100  9,575 100  

* Significant     **highly significant      
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